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Introduction to the Revised Edition, April 1967 


A significant volume of additional material has developed and there have been numerous changes 
since the original issuance of the Hospital Manual in June 1966. Rather than attempt a piecemeal 
revision, we are now issuing a replacement to supersede the original edition. Copies of the ood 
may be discarded. An index is included with this edition. 

Henceforth, we expect to make timely revisions by replacement pages fae your ernedress 
will distribute to you, so that the manual will at all times be current and you will have in one place 
the definitions, instructions, and procedures you need in handling claims. 

Much of the material now incorporated in the manual for the first time will not be new to you. 
You have previously received it through your intermediary or in flyer form. As an aid in finding 
new material of immediate interest to you, you should review the list of significant substantive changes, 
clarifications, and additions which follows. The list of changes is not exhaustive, but shows the most 
important. The list may be discarded when it has served its purpose. 


Tuomas M. TIERNEY 
Director, Bureau of Health Insurance 
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Chapter I 


GENERAL INFORMATION ABOUT THE PROGRAM 


104. Disclosure of Information.—The prohibition against disclosure of program information 
extends to the beneficiary’s health insurance claim number and the fact of his entitlement to health 
insurance benefits. Disclosure of information to State welfare agencies may be made under certain 
conditions. 

110.2 Posthospital Extended Care Services.—The day of admission, but not the day of 
discharge, is counted in computing the 3-day prior hospital stay. 

110.3  Posthospital Home Health Services.—The 100 home health visits under Part A must 
be furnished after the beginning of one spell of illness and before the beginning of the next. 

122.2A Beginning of Coverage.—The initial general enrollment period for Part B was 
extended through September 30, 1966, when there was good cause for failure to enroll timely. 

122.3C2 End of Coverage.—A social security railroad retirement beneficiary, who was 
enrolled as a public assistance recipient and then ceases to be a public assistance recipient, may 
terminate his medical insurance coverage within 3 months thereafter. 


Chapter II 


COVERAGE OF HOSPITAL SERVICES 


202. Hospital Emergency Services.—The appropriate social security regional office with 
medical consultation by Public Health Service makes the determination of whether an emergency 
existed. Notices of emergency admissions and billings by nonparticipating hospitals are submitted 
to the local social security district office and payment is made by intermediaries designated by the 
Social Security Administration. 

202.1 Definition of Emergency Services.—The determination of emergency services 
depends upon two findings: (1) The patient’s condition; and (2) the availability of facilities. Guide- 
lines on what constitutes “the most accessible hospital” are being developed. 

202.2 Termination of Emergency Services.—An emergency no longer exists when it 
becomes safe from a medical standpoint to move the patient. 

202.3 Physician’s Supporting Statements.—Details of required documentation are given. 

205-205.3 Certification of Parts of Institutions as Hospitals.—The parts of institutions 
certifiable as participating hospitals are clarified. 

206. Christian Science Sanatorium.—Sanatorium services are considered hospital services 


unless the individual elects extended care services. The counting of sanatorium services as inpatient — 


benefit days is explained. 
210. Covered Inpatient Hospital Services.— “Inpatient” is defined. 
210.1 Accommodations. 
210.1B. <A hospital having only private accommodations can be paid only the equivalent of 


the reasonable cost of semiprivate accommodations unless the private accommodations were medically ~ 


necessary. Where a patient is placed in a private room because less expensive accommodations are 
not available, the hospital can be reimbursed only for the reasonable cost of semiprivate accommoda- 
tions. The hospital may not charge the patient for the difference unless the patient requested private 
accommodations with the knowledge that he would be charged the difference. 
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“ 210:1C.°!/Where a patient has ‘heen’ placed ‘in accommodations less expensive than semiprivate 
neither at his request nor for a reason consistent with the program’s purpose, payment cannot be in 
excess of the reasonable cost of ward accommodations. A hospital which repeatedly assigns patients 
to ward accommodations under such circumstances is subject to termination of its participation 
agreement. 

210.1D. “Most prevalent rate” is defined. 

210.2 Nursing and Other Services.—The cost of services of a nonphysician anesthetist is 
covered. Private duty nurse or attendant is defined. 

210.3-210.4. Drugs and Biologicals and Supplies, Appliances and Equipment. 
material on coverage of drugs, supplies, and appliances has been considerably expanded. 

210.5 Other Diagnostic or Therapeutic Items or Services.—The services of psychologists 
and physical therapists to inpatients are reimbursable hospital costs. 

“Independent laboratory” is defined. Reasonable charges by such a laboratory for services 
furnished under arrangements with a hospital represent the hospital’s cost for the services. The same 
rule applies to charges by the laboratory of another participating hospital. Independent laboratories 
providing services for inpatients under arrangements made by the hospital -must meet all of the 
requirements in the law. 

210.7 Inpatient Services in Connection with Dental Services.—The coverage of inpatient 
services in connection with dental services is explained. 

215. Spell of Dlness Defined.—The spell of illness begins with transfer to a qualified 
hospital where a patient was in a nonqualified hospital on his first day of entitlement. Admission to 
a qualified extended care facility will begin a spell of illness even though the services may not be paid 
for by the program. In determining the 60-day period for ending a spell of illness, counting begins 
with the day of last discharge. 

216—216.4 Inpatient Hospital Benefit Days.—Inpatient benefit day is defined (§ 216.1) 
and rules are given for treating late discharge (§ 216.2), leaves of absence (§ 216.3), and the special 
situations where a patient is discharged on his first day of entitlement or on the first day the hospital 
participates in the program (§ 216.4). 

217-217.3 Inpatient Tuberculosis and Psychiatric Restriction.—The inpatient psychi- 
atric and tuberculosis restriction, when applicable, affects all inpatient hospital benefit days in the 
initial spell of illness, including those in a general hospital. Rules are provided for determining the 
patient’s status ort his first day of entitlement (§ 217.1), the effect of the institution’s status in figuring 
the number of days to be deducted (§ 217.2), and how days of admission, discharge, and leave are 
treated in figuring the days deducted (§ 217.3). Days of discharge are not counted. ; 

219. Inpatiert Service Days Counting toward Maximums.—Inpatient days count toward 
the maximum even though payment cannot be made because of the inpatient deductible or coinsurance 
provisions. 
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220. Deductible.—The deductible is satisfied only by charges for covered services, and on an 
incurred rather than paid basis. Inpatient deductible expenses must have been incurred in the given 
spell of illness and expenses incurred in meeting the whole blood deductible do not count toward the 
inpatient deductible. The effect on deductible status and reimbursement when the customary charges 
are less than the deductible is explained. 

222. Whole Blood Deductible.—The rules on the amount the program will pay and the 
amount the patient may be charged for whole blood have been amplified and clarified. Special rules 
are included for blood obtained by the hospital from an independent blood bank. 

225. Coinsurance.—When the charge for a coinsurance day is less than $10, the coinsurance 
rate is the actual charge. The example of the effect of the tuberculosis-psychiatric restriction has 
been revised to avoid the impression that days of hospitalization in the 90-day preentitlement period 
must be consecutive, and to reflect the changed position that days of discharge are not counted. 

230-240.4 Outpatient Hospital Services.—The material concerning outpatient hospital 
services under both Part A and Part B has been amplified and completely reorganized. Much of this 


material was previously issued in the flyer, “Outpatient Hospital Services Under Medicare.” The 
reorganization makes the basic distinction between identifiable diagnostic tests provided for outpatients 
covered under Part A and other outpatient hospital services which aid the physician. 

Specific items of interest in individual sections are noted in the following: 

230. Outpatient Hospital Services—General.—‘“Outpatient” is defined. 

230.1 Rules for Distinguishing Outpatient Hospital Services.—The rules for distin- 
guishing outpatient diagnostic services and other outpatient services are set forth. 

232.1 Types of “Arrangements.”—Explains the arrangements hospitals currently maintain 
with other facilities for obtaining laboratory services. 

232.2 and 232.3 Diagnostic Services Obtained from Laboratories.—Clarify the 
coverage under Part B of laboratory services obtained for hospital outpatients under arrangements 
with an independent laboratory or another participating hospital. In these cases the charges for the 
services become the cost to the hospital obtaining the services. 

234. Other Outpatient Hospital Services Which Aid the Physician.—Defines and 
exemplifies other outpatient hospital services which aid the physician. 

240. Coverage of Hospital Services Under Supplementary Medical Insurance—Gen- 
eral.—Part B hospital services and supplies are not covered when furnished to inpatients even when 
the inpatient is not entitled to Part A benefits, e.g., and individual who remains an inpatient after 
exhausting his 90 days of inpatient services in a spell of illness. 

240.1 Services of Interns and Residents.—Defines the situations in which the services of 
interns and residents are covered as Part B hospital costs. 

240.2 Hospital Services and Supplies Incident to Physicians’ Services.—Clarifies the 
meaning of services and supplies incident to physicians’ services. The services of nonphysician 
anesthetists and psychologists are included as services incident to physicians’ services. The required 
physician supervision of parametical personnel is explained. Oxygen, and splints, casts, and other 
devices used for the reduction of fractures and dislocations have been included as examples of supplies 
incident to physicians’ services. 

Prosthetic devices and leg, arm, back, and neck braces, trusses, and artificial legs, arms, and 
eyes are now included as items which are covered only when furnished incident to a physician’s 
services. Dialysis equipment is given as an example of a prosthetic device replacing an internal 
body organ. The coverage of prosthetic lenses has been clarified. A definition of “brace” has been 
included. A terminal device such as a hand or hook is covered when an artificial arm is required by 
the patient. The cost of an artificial limb or appliance when furnished initially or as a replacement 
is covered when supplied on the order of a physician. 

240.3 Use of Durable Medical Equipment.—The title and contents of this section have 
been changed to avoid the impression that a hospital can be paid rental for durable medical equipment. 
A beneficiary cannot be reimbursed for the purchase of such equipment. Oxygen used with hospital- 
furnished equipment in the patient’s home is covered. 


240.4 Ambulance Service.—Defines “locality” and otherwise clarifies the requirements for 
coverage of ambulance services. While transportation to a hospital to obtain home health services is 
not covered as a home health service, it may be covered under Part B if the specified conditions for 
coverage are met. 








245. Incurred Expenses.—Specifies that the Part B psychiatric services limitation does not 
apply to provider services. 
246. Deductible.—Bills count toward the deductible on the basis of incurred expenses; non- 


covered expenses and expenses incurred prior to entitlement to Part B do not count toward the 
deductible. 

255. Hospital-Based Physicians’ Services.—Defines the areas of responsibility of the Part A 
intermediary and Part B carrier in billing and reimbursement for the services of hospital-based 
physicians. The provider component of such physician services includes services in connection with 
autopsies. 





VI 


260. General Exclusions. 

260.1 Not Reasonable and Necessary.—Examples of potential comfort items are included. 

260.2 No Legal Obligation to Pay.—The legal obligation to pay requirement has been 
clarified. The effect of various patient arrangements with homes for the aged on the application of this 
exclusion is explained. 

260.3 Paid for by a Governmental Entity.—Covered services, even if provided free of 
charge, have been excepted from this exclusion when furnished by a participating State or local 
government-operated hospital, or a State-operated Veterans’ Home and Hospital; or paid for by a State 
or local governmental entity for certain specified purposes. Effects on coverage of services to prisoners 
and services paid for by NIH grants. 

260.9 Custodial Care.—Custodial care is defined. 

260.11 Charges Imposed by Immediate Relatives of the Patient or Members of His 
Household.— “Immediate relative” and “members of the patient’s household” are defined. 

260.12 Dental Care.—Clarifies the various procedures which are subject to the dental 
services exclusion. 

270.2 Request for Payment on Hospital Record.—Gives the details of the alternate 
signature procedure in which the hospital may arrange with its Part A intermediary to have the 
patient’s signature on its admission records serve as the request for payment. 

271. Execution of the Request for Payment.—When specimens are submiited for analysis, 
but the patient himself does not go to the hospital, the hospital may sign the outpatient billing form on 
the patient’s behalf. 

273.1 Failure to Obtain Certification and Recertification Statements.—Explains the 
effect of a physician’s refusal to certify or recertify medical necessity. 

274. Inpatient Hospital Services Certification.—Explains when a dentist may certify as a 
“physician” for hospitalization required for dental procedures. 

275. Recertification for Inpatient Hospital Services.—Recertification criteria are related to 
the utilization review guidelines on availability of other facilities in § 290.3. 

285. Refunds.—Defines money incorrectly collected. 

285.1 Return or Other Disposition of Money Incorrectly Collected.—Describes the 
manner and time limit for refunding or setting aside money incorrectly collected. 

286. Guarantee of Payment Provisions.—The guarantee of payment provision applies only 
to exhaustion of inpatient benefit days. The coinsurance provision does not apply to days beyond the 
maximum which are covered by the guarantee of payment. 

286.1 Requirements for Payment Under the Guarantee.—“Good faith” and “acted 
reasonably” have been more precisely defined as conditions under the guarantee of payment. If the 
hospital retains payments made by the patient for the guarantee period, it should not bill the program 
for the amounts retained. 

289. Workmen’s Compensation.—Workmen’s compensation plan is defined. The hospital 
should advise the patient to file for workmen’s compensation where a work-related injury or illness is 
indicated. 


289.1 Effect of Workmen’s Compensation Payments on Eligibility and Spell of 
Illness.—Workmen’s compensation coverage does not reduce the 190-day lifetime limit on inpatient 
psychiatric services. 

289.2 General Procedures in Workmen’s Compensation Cases.—The intermediary will 
make the determination as to reasonable expectation of payment under workmen’s compensation, 
including lump sum settlement cases, and will notify the hospital of the effect on health insurance 
benefits. 


289.3. Overpayments.—I{ workmen’s compensation results in a health insurance overpay- 
ment, the hospital may make direct refund or have the amount of future payments due it adjusted. 

290. Utilization Review Plan.—A hospital’s utilization review committee may review an in- 
patient admission at any time. The decision of the committee of one hospital is not binding on the 


committee of another hospital. Payments to physicians for services on the utilization review committee 
are an allowable hospital cost only if the hospital’s utilization review plan is applicable to all of the 
hospital’s inpatients. 

290.2 Further Inpatient Stay Not Medically Necessary.—The attending physician may 
give the notice to his patient of the utilization review committee’s decision that further inpatient stay is 
no longer necessary. 

290.3 Availability and Appropriateness of Other Facilities sas Services.—Gives guide- 
lines for general hospital utilization review committees in determining necessity for continued 
hospitalization. 


Chapter Ill 


ADMISSION PROCEDURES 





302.1 Certificate of Social Insurance Award or Temporary Eligibility Notice. 
Describes other entitlement notices sent to beneficiaries who have not yet received their health insurance 
cards. 

306.2 The SSA District Office Reply.—Specifies the types of response from the district 
office when the claim number is not available. 

308. Condition is Critical or Discharge is Near.—The procedure for obtaining a health 
insurance application has been expanded to include cases in which the claim number is unavailable and 
the patient is near discharge, as well as those in which the patient’s condition is critical. Additional 
information is included on when an application under the procedure becomes effective. 

309. Intermediary Requests to Verify Patient’s Health Insurance Claim Number.— 
Discusses hospital handling of intermediary requests to verify health insurance claim numbers when 
the claim numbers on notices of admission do not match the central record. 

310.1 Completing Inpatient Hospital Notice of Admission, Form SSA—1453.—In- 
cludes the following substantive changes: 

Item 4.—An admission notice can be transmitted where date of birth is unknown. 

Item 9.—The address of the attending physician needs to be shown only where the intermediary 
requires it. 

Item 12.—Adds information on identifying a welfare agency when charges are payable under a 
federally supported assistance program. 

Item 13.—Adds the alternate procedure for obtaining the patient’s signature on the hospital’s 
admission records. 

325. Initiating Notices of Admission Where No Payment Will Be Made.—Several 
other no-payment situations in which admission notices will be initiated have been included in addition 
to benefits exhausted cases. 

330. Notices of Admission for Emergency Services in Nonparticipating Hospitals.—A 
new section summarizing admission and billing procedures for nonparticipating hospitals rendering 
emergency services. 


CHAPTER IV 


. BILLING PROCEDURES 
400. Billing Procedures—General.—Explains billing for leaves of absence and repeated 


discharges and admissions. Former Section 400.1, List of Authorized Signatories, has been eliminated. 
It will no longer be necessary for hospitals to submit the listings to their intermediaries. 

402. Inpatient Hospital Admission and Billing (Form SSA—1453) .—Asks for submission 
of bills for additional types of hospital stays for which no payment can be made but which can begin or 
extend a spell of illness. 


402.1 Completion of Billing Items on the Form SSA—1453. 
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VIII 


Item 17. Statement of Services.—Where charges not listed on the form are applied to one of 
the departments listed, all bills submitted should apply the same charges consistently to the same depart- 
ments. Describes in greater detail the procedure for submitting the hospital’s own billing form in lieu 
of the detailed completion of Statement of Services. Includes instructions for showing discounted 
charges. 

Explains that noncovered charges should be shown in the Noncovered Charges column except 
where the noncovered charge is billed routinely to medicare and nonmedicare patients alike, e.g., 
pathologists’ services included in all billings of laboratory charges. Noncovered charges cannot be 
applied to the deductible, even where noncovered charges are routinely billed to all patients and 
included in the Total Charges column. 


Items A-E. Accommodations.—Accommodation days are always shown as whole rather than 
fractional days; gives the rules for showing late discharge charges on the billing form. Instruc- 
tions are included for handling ancillary charges for day of discharge or death and where the 
patient is discharged on the first day of entitlement. Where there was more than one rate for 
a given type of accommodation, one of the unused accommodation lines may be relettered and 
used to show the entry. 

Item 17A, One bed.—If the patient was in a one-bed accommodation for other than medical 
reasons, program payment cannot be made for more than semiprivate accommodations, and the 
patient may not be charged the difference unless he requested such accommodation. The entries 
to be made in the Total and Noncovered Charges columns are described. 

Items 17D and E. Intensive care and self-care.—Explains billing entries where the patient is 
in the intensive care unit for part of a day. 

Item F. Whole blood.—The explanation for the entries for Pints Furnished, Not Replaced, 
Charge per Pint, and Total and Noncovered Charges has been revised and expanded to take 
account of the expanded statement in § 222, particularly as regards blood obtained from independ- 
ent blood banks. 

G—O. General.—Explains how items and services which are more expensive or in excess of the 
services covered by the program, should be shown in the Total Charges and Noncovered Charges 
columns. Where the patient did not request such services, only the covered charges should be 
shown in the Total Charges column, and no entry made in the Noncovered Charges column. 
Where the patient requested such services and the hospital will bill him for them, the Total Charges 
column will reflect the full charge and the Noncovered Charges column will show the excess 
charge billed to the patient. 

P. Inpatient deductible.—This line should show total charges in line “O” minus any physician’s 
charges included in total charges. 

R. Coinsurance.—In addition to the total deduction for coinsurance, the rate and the number 
of days should be shown. The coinsurance rate is $10 or the daily charge, whichever is less. 


Item 18. Statement Covers Period.—This item should show inclusive dates whether or not all 
days are covered, except that days before the patient’s entitlement will not be shown. An example 
shows how this item is completed where the hospital bills periodically for a continuous stay. 

Item 19, Total Days.—Explains what days should not be included in this item, i.e., benefits 
exhausted and guarantee of payment does not apply; workmen’s compensation payment is made or 
can be expected to be made; a National Institutes of Health grant will pay; services are not covered; 
days on which the patient was on a leave of absence or is away from the hospital because of repeated 
admissions and discharges; the day of discharge or death. An explanation of noncovered days is 
required in the Computation of Interim Payment block. 


Indicates entries to be made where an individual is admitted as an inpatient and is discharged 
or transferred to another hospital before midnight of the day of admission. 
Item 21. Date Benefits Exhausted.—This item should not be completed unless benefits are 


exhausted before date of discharge or death, and during period covered by Item 18. A projected date 
should not be used. 


Item 26. Hospital Certification and Signature Lines.—The date forwarded should be the 
date the bill is actually forwarded to the intermediary. The date used should not be before the “To” 
date in the “Statement Covers Period” item. A stamped signature is acceptable for the SSA—1453 as 
well as all other hospital billing forms. 

All-Inclusive Rate Hospitals.—Provides billing guides for hospitals using all-inclusive rates. 

410-410.2 Inpatient Psychiatric or Tuberculosis Admission and Billing (Form 
SSA-—1485) .—Revised to reflect changes made in Sections 400, 402, 402.1, and 402.2. 

412-412.1 Explanation of Accommodation Furnished (Form SSA—1484,).—The in- 
struction on when the SSA-1484 is to be completed reflects the position on payment for accommoda- 
tions in hospitals having only private rooms as indicated in § 210.1. 

Item 6. Type of Accommodation Furnished.—Explains how to compute the most prevalent 
semiprivate rate. : 

Item 7. Reason for Assignment to Accommodation Mentioned. Eliminates from Item C, 
Other Reasons, an explanation for a one-bed assignment where it was not medically necessary, since 
program payment may not be made in such a situation. 

420. Outpatient Hospital Billing (Form SSA—1483).—Explains when fully completed bills 
should be submitted although the hospital will not receive program reimbursement. Additional guide- 
lines are also given for the billing of one complete diagnostic study. 





420.1 Completing Items on Form SSA—1483.—Has a number of revisions on the comple- 
tion of items. 

Item 5. Date of Birth.—The date of birth should be shown if available. However, if it is not 
available, the billing form may be submitted without it. 

Item 9. Name and Address of Physician Requesting Outpatient Services.—The physician’s 
address need not be shown unless the intermediary requires it. 

Item 10. Payment Source.—lIf the hospital will not bill anyone for expenses not reimbursable 
under the program, this item need not be completed. The identifying information required if a public 
agency is involved will assist the intermediary in forwarding a copy of the bill to that agency, when 
appropriate. 

Item 11. This date should be the first date the patient was seen for a diagnostic study. 

Item 12. Patient’s Certification and Payment Request.—Incorporates the procedure on ob- 

taining the patient’s signature on the hospital’s record and signature by the hospital when the patient 
does not visit the hospital, from §§ 270-271. 
Item 14. Statement of Services.—Provides categories to be used where possible for reporting 
laboratory tests. Only one bill should be completed even though services were rendered by different 
outpatient departments. Where necessary, more than one form may be used to report the services in 
the same billing; the items to be completed on the additional forms are indicated. 

430. Provider Billing for Patient Services by Physician (Form SSA—1554).—Explains 
when the SSA-1554 form will be submitted directly to the Part B intermediary, e.g., covered hospital 
days in a spell of illness are exhausted, or the patient receives physician services in the hospital after 
the utilization review committee has determined further hospitalization is not necessary. The SSA- 
1554 must be completed in every case where the provider takes assignment on reimbursable amounts 
even though the charges for physician services do not exceed the deductible amount collected. This 
will insure that all Part B expenses are recorded to the beneficiary’s account. 

430.1 Completing Items on Form SSA—1554.—The instructions for completion of item 10 
of the SSA-1554 have been changed! as follows for the “optional” method: 

10A. Date of Service.—lInclusive dates may be used with “optional” method. 

10B. Name of Physician.—May be omitted when the “optional” method is used. 

10D. Surgical or Medical Procedures.—May be omitted when the “optional” method is used 
and department is identified in 10E. 


Ix 


10F and 10G. Total Charge and Percentage of Total Charge.—Under the “optional” method, 
the total provider charge is shown in 10F and the uniform approved departmental percentage for 
physician’s component is shown in 106. 

430.3 Description of “Item-by-Item” and “Optional” Methods for Physicians’ Com- 
ponents. Defines the terms “item-by-item” and “optional” method as used in § 430.1. 

450. Procedure for Submitting Inpatient Billing After Exhaustion of Benefits or 
When No Payments Are Due. Describes additional situations where no payment can be made, but 
which nevertheless call for the submission of a billing form. 

460. Procedure for Submitting Corrected Bills. Requires only submission of the cor- 
rected copy of the bill. The intermediary will prepare any additional copies which are required. A 
tolerance rule on submission of corrected bills is given. 
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USING THE HOSPITAL MANUAL 


Use lt for Reference 


The manual covers not only routine information for your day-to-day operations but 
tries to anticipate infrequent situations that could occur. It has been indexed for ease of 
reference. 


Keep It Available 


Pages are punched for any standard-size three-ring binder. Keep it handy and ask 
for as many extra copies as you need. 


Keep It Up-to-Date 


Insert or replacement pages for additions and revisions will be furnished through 
your intermediary. Maintain a control on all manuals to assure immediate updating. 
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FOREWORD 


This manual is designed for use by hospitals which will be billing for services furnished under 
the provisions of the Health Insurance for the Aged Act of 1965. It contains informational and 
procedural material the hospital will need to assist in prompt and efficient payment of claims and to 
answer questions which patients may ask about the program. This issuance should help to assure 
that the law is uniformly applied nationally without regard to where covered services are furnished. 
The hospital’s intermediary will issue any necessary additional instructions on matters which concern 
the relationship between hospitals and intermediaries. 

The manual does not have the effect of regulations, but a careful effort has been made to insure 
that the provisions of the law, the regulations and proposed regulations are accurately reflected. 

The procedures described in this manual have been devised to satisfy the administrative needs of 
the program with a minimum of inconvenience to beneficiaries, and to hospitals and their inter- 
mediaries. We believe that the vast majority of claims will lend themselves to simple, routine 
handling. 

The manual is designed to accommodate new pages as further interpretations of the law and 
changes in procedures are made. Accordingly, revised sections, pages, or chapters will be issued 
as the need presents itself. 

Your intermediary will answer any questions you may have about policies and procedures in the 
program. Hospitals dealing directly with the Social Security Administration may direct questions to 
the servicing social security district office for reply or refer them to the Bureau of Health Insurance 
Regional Representative. 

THomas M. TIERNEY 
Director, Bureau of Health Insurance 
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Chapter I 


GENERAL INFORMATION ABOUT THE PROGRAM 


100. INTRODUCTION 

The Health Insurance for the Aged Act, Title XVIII 
of the Social Security Act, known as “Medicare,” has 
made available to nearly every American 65 years of 
age and older a broad program of health insurance 
designed to assist the Nation’s elderly to meet hospital, 
medical, and other health costs. The program includes 
two related health insurance programs—hospital in- 
surance (Part A of the law) and voluntary supplemen- 
tary medical insurance (Part B of the law). 

The conduct of the program has been delegated by 
the Secretary of Health, Education, and Welfare to 
the Commissioner of Social Security. Congress has 
provided substantial administrative roles for the States 
and for voluntary insurance organizations in recogni- 
tion of their experience in the health care and insurance 
fields. 

The law specifically prohibits the Federal Govern- 
ment from exercising supervision or control over the 
practice of medicine, the manner in which medical 
services are provided, and the administration or opera- 
tion of medical facilities. The patient is free to choose 
any qualified institution, agency, or person offering him 
services. The responsibility for his treatment and the 
control of his care remains with his physician and the 
hospital or other facility or agency furnishing him 
services. The individual may keep or obtain any other 
health insurance available, if he desires. 


102. DISCRIMINATION PROHIBITED 

Participating providers of services under the hos- 
pital insurance program, i.e., hospitals, extended care 
facilities, and home health agencies, must comply 
with the requirements of Title VI of the Civil Rights 
Act of 1964. - Under the provisions of that Act a par- 
ticipating hospital is prohibited from making a distinc- 
tion on the ground of race, color, or national origin in 
the admission and treatment of patients; the accommo- 
dations provided; the use of equipment and other facil- 
ities; and the assignment of personnel to provide serv- 
ices. 

Title VI prohibits discrimination on the ground of 
race, color, or national origin in the selection by the 
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hospital of physicians, surgeons, dentists, or other prac- 
titioners seeking the privilege of practicing in the hos- 
pital, as well as of consultants, advisers, volunteers, 
and observers. 

The Department of Health, Education, and Welfare 
is responsible for investigating complaints of non- 
compliance. 


104. DISCLOSURE OF HEALTH INSURANCE 
INFORMATION 

Records and information acquired in the admin- 
istration of the Social Security Act are confidential and 
may be disclosed only under the conditions prescribed 
in rules and regulations or on the express authorization 
of the Commissioner of Social Security. The regula- 
tions of the Department of Health, Education, and Wel- 
fare regarding the confidentiality of records and in- 
formation apply to governmental and private agencies 
participating in the administration of the program; to 
institutions, facilities, agencies, and persons providing 
services; and to those furnishing services under ar- 
rangements with a provider of services. 

Information furnished specifically for purposes of 
a claim under the health insurance program is subject 
to these rules and regulations. Such information in- 
cludes the individual’s health insurance claim num- 
ber, the fact of his entitlement to health insurance bene- 
fits, and medical and other information obtained from 
the Social Security Administration or an intermediary. 

However, the information in the provider’s own 
medical records of a patient is not subject to these rules 
and regulations even though the patient receives bene- 
fits under the health insurance program. These rec- 
ords are subject to the requirement of confidentiality 
in the “Conditions of Participation for Hospitals,” and 
may also be subject to State or local laws or hospital 
rules governing disclosure. 

A provider may disclose records or information ac- 
quired under the health insurance program only when 
the record or information is to be used in connection 
with a claim for health insurance benefits; and the 
disclosure is necessary for the proper performance of 
the duties of any officer or employee of (1) the Depart- 


7 


ment of Health, Education, and Welfare, or (2) any 
public or private agency or organization under an agree- 
ment with the Secretary of Health, Education, and 
Welfare. 

A State agency certifying providers in the health in- 
surance program may disclose to the State licensing 
authority information furnished by a hospital relat- 
ing to the hospital’s compliance or noncompliance with 
the licensure requirements. Prior approval by the De- 
partment of Health, Education, and Welfare is a condi- 
tion for such disclosure. 

The Social Security Administration has issued guide- 
lines for intermediaries in arranging to supply billing 
information to State public welfare agencies when 
payment of the cost of hospitalization is to be made 
under both the health insurance and State welfare 
programs. State public welfare agencies which have 
entered into agreements with health insurance inter- 
mediaries will make any necessary arrangements with 
the hospitals involved. 


110. HOSPITAL INSURANCE (PART A) 


This is the basic part of the health insurance program. 
It is designed to help patients defray the expenses in- 
curred by hospitalization and related care. In addition 
to inpatient hospital benefits, hospital insurance covers 
outpatient hospital diagnostic services, and posthospital 
care in extended care facilities. It also covers post- 
hospital care furnished by a home health agency in the 
patient’s home. In providing these additional benefits, 
recognition was given to the need for continued treat- 
ment after hospitalization and the need to encourage 
the use of less expensive substitutes for inpatient hos- 
pital care. Program payment for services rendered to 
beneficiaries by providers (i.e., hospitals, extended care 
facilities, and home health agencies) may be made only 
to the provider, and is based on the reasonable cost of 
the covered services furnished. 
110.1 Hospital Services Covered Under Hos- 
pital Insurance.—Hospital services covered under 
hospital insurance include inpatient hospital services 
and outpatient hospital diagnostic services. These 
benefits and the applicable deductibles, coinsurance, 
limitations, and exclusions are fully treated in chapter 
II of this manual. What follows in this section is a brief 
description of the other covered services under hospital 
insurance. 
110.2 Posthospital Extended Care Services.— 
In each spell of illness (as defined in chapter IT) pay- 
ment may be made for the reasonable cost of up to 100 
days of posthospital extended care services, except that 
the patient is responsible for $5 per day after the 20th 
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day. The beneficiary must have been a hospital in- 
patient for at least 3 consecutive days (counting the day 
of admission but not the day of discharge) and be 
admitted to the extended care facility within 14 days 
after the date of hospital discharge. (Benefits for 
posthospital extended care are payable for services 
furnished on or after January 1, 1967. The hospital 
discharge must have occurred after June 30, 1966, or on 
or after the first day of the month in which the bene- 
ficiary attains age 65, whichever is later.) 

An extended care facility provides skilled nursing 
care and related services for patients who require medi- 
cal or nursing care; or rehabilitation services for in- 
jured, disabled, or sick persons. It may be either a 
separate institution (e.g., a nursing home) or a part 
of an institution (e.g., a convalescent wing of a hos- 
pital). It must be licensed or approved under State or 
local law, meet the health and safety conditions pre- 
scribed by the Secretary of Health, Education, and 
Welfare, and have a written transfer agreement with one 
or more participating hospitals providing for the trans- 
fer of patients between the hospital and the facility, 
and for the interchange of medical and other informa- 
tion. If an otherwise qualified extended care facility 
has attempted in good faith but without success to 
enter into a transfer agreement, this requirement may 
be waived by the State agency described in § 132. 

A facility which is primarily for the care and treat- 
ment of mental disease or tuberculosis is excluded from 
the definition of extended care facility. 

Extended care services include room and board; 
skilled nursing care by or under the supervision of a 
registered nurse; physical, occupational, or speech 
therapy; medical social services; and other services 
ordinarily furnished by the facility. No payment may 
be made for custodial care or for items or services 
which would not be covered in a hospital. 

The services of residents and interns of a hospital 
with which the facility has a transfer agreement and 
other diagnostic and therapeutic services furnished by 
such a hospital are covered, but only if billed through 
the extended care facility. 

110.3 Posthospital Home Health Services. 
Home health services under hospital insurance include 
up to 100 home health visits, after the beginning of 
one spell of illness and before the beginning of the 
next, furnished a patient within 1 year of his most recent 





discharge from a hospital of which he was an inpa- 
tient for at least 3 consecutive calendar days. If, after 
his hospitalization, he had a covered stay in an extended 
care facility, the 1 year during which the patient may 


receive home health services begins with the discharge 
from the extended care facility. A plan of treatment 
must be established within 14 days after the hospital 
or extended care facility discharge. Home health 
services are provided also under supplementary medi- 
calinsurance. (For the lattersee§ 115.) . 

The patient receiving posthospital home health serv- 
ices must be confined to his home and under the care 
of a physician who establishes and periodically reviews 
the plan for his patient’s care. To be covered the serv- 
ices must be required by a condition for which the 
patient required inpatient hospital services or extended 
care services. “Discharge from the required period 
of hospitalization must have occurred after June 30, 
1966, or on or after the first day of the month in which 
the patient attains age 65, whichever is later. 

Home health services are services provided by a 
home health agency or by others under arrangements 
with such an agency. A home health agency is a pub- 
lic agency or private organization which is primarily 
engaged in providing skilled nursing and other thera- 
peutic services. Where applicable, the agency must 
be licensed under State or local law, or be approved 
by the State or local licensing agency as meeting the 
licensing standards. Examples of home health 
agencies are visiting nurse associations, official health 
agencies, and hospital-based home care programs. 

To participate in the health insurance program a 
home health agency must meet certain other require- 
ments included in the law as well as health and safety 
conditions prescribed by the Secretary of Health, Ed- 
ucation, and Welfare. It may not qualify under hos- 
pital insurance, however, if it is primarily engaged in 
the treatment of mental diseases. 

These services are usually furnished on a visiting 
basis in a place of residence used as the individual’s 
home. However, outpatient services in a hospital, ex- 
tended care facility, or rehabilitation center are cov- 
ered home health services, if arranged for by a home 
health agency, when equipment is required that cannot 
be made available in the patient’s home. 

Covered home health services include part-time 
nursing care by or under the supervision of a reg- 
istered professional nurse; physical, occupational, or 
speech therapy; medical social services; certain serv- 
ices of a home health aide; medical supplies (other 
than drugs and biologicals) ; and the use of medical 
appliances. The cost of housekeepers, food service 
arrangements, and transportation to outpatient facili- 
ties is excluded as home health services. 


The services of an intern or resident are covered 
if the agency and hospital are affiliated or under com- 
mon control and the agency bills for the services. 


115. SUPPLEMENTARY MEDICAL INSUR- 
ANCE (PART B) 


The voluntary medical insurance plan is designed to 
supplement the basic hospital insurance coverage. It 
provides coverage for the expense of physicians’ serv- 
ices, including surgery, consultation, and home, office, 
and institutional calls. (Physician services do not in- 
clude the services provided by an intern or resident.) 

Medical insurance covers home health services for 
up to 100 visits during the calendar year (in 
addition to the visits covered under hospital insur- 
ance) but without the requirement of prior inpatient 
care. 

The plan provides coverage for services and 
supplies (including drugs and biologicals which can- 
not be self-administered) furnished incident to a physi- 
cian’s professional service of a type usually furnished 
in a physician’s office and usually rendered without 
charge or included in the physician’s bill. 

See §§ 230-234 and 240 ff., “Hospital Serv- 
ices Under Supplementary Medical Insurance” 
for a fuller discussion, including additional 
items and services included in this part of the 
program for which hospitals may be reim- 
bursed, and for the medical insurance deduct- 
ible and coinsurance. 

The amount of payment for covered services ren- 
dered by other than providers under the medical in- 
surance plan is determined by the designated medical 
insurance intermediary on a reasonable charge 
basis. Payment is made to the beneficiary unless the 
physician or other supplier of services has accepted an 
assignment, in which case payment is made to the 
physician or supplier. In determining the reasonable- 
ness of charges, Part B carriers take into considera- 
tion the customary charges of the physician (or other 
person rendering the service) as well as the prevail- 
ing charges which are generally made in the locality for 
similar services. A charge is not reasonable if it is 
higher than the charge applicable for a comparable 
service and under comparable circumstances to the in- 
termediary’s own policyholders or subscribers. 

Reimbursement to a provider for services covered by 
the medical insurance plan is made by the provider’s 
(Part A) fiscal intermediary on a reasonable cost 
basis. In cases where the provider has elected to deal 
directly with the Government, the provider will be re- 
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imbursed by the Social Security Administration for 
services covered by medical insurance. 

Payment for the services of hospital-based physi- 
cians (other than interns and residents) rendered to 
individual beneficiaries is made by the medical insur- 
ance (Part B) carrier designated to make payment 
for physicians’ services. 


120. ENTITLEMENT TO HOSPITAL INSUR- 
ANCE 


A. An individual is automatically entitled to hos- 
pital insurance beginning with the first day of the 
month he attains age 65 if he has applied for and 
been determined to be entitled to monthly social se- 
curity benefits (although he may not actually be re- 
ceiving benefit payments; e.g., he has not retired). 
Automatic entitlement also extends to qualified bene- 
ficiaries under the Railroad Retirement Act. (For so- 
cial security purposes, a person attains age 65 on the 
day before his 65th birthday. Example: If birth 
date is August 1, attainment date is July 31, and health 
insurance entitlement date is July 1.) 

An individual entitled to hospital insurance may 
also be enrolled in a health plan administered by the 
Civil Service Commission. In such a case the provider 
The beneficiary should contact the 
Federal health benefits carrier for complementary 
benefits. 

A social security applicant who applies for monthly 
benefits after the month he reaches age 65 is entitled 
to retroactive hospital insurance benefits beginning 
with the first month in which he had attained age 65 
and met all the requirements for monthly benefits, 
but not for more than 12 months before the month in 
which he filed his application. 

Entitlement to hospital insurance benefits ends with 
the month the individual ceases to be entitled to social 
security monthly benefits or ceases to be a qualified 
railroad beneficiary (for example, a woman whose 
wife’s benefits are terminated by divorce). A person 
who ceases to be a social security or railroad retire- 
ment beneficiary but who meets the requirements of the 
special transitional provision described below may rein- 
state his hospital insurance by filing a proper appli- 
cation under the transitional provision. 

Hospital insurance coverage continues for the month 
of death, although no monthly cash benefits are payable 
for the month of death. 

B. A special transitional provision in the law 
permits persons 65 years of age and over, who cannot 
qualify for monthly social security or railroad retire- 
ment benefits, to obtain hospital insurance upon filing 
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application. Such an individual niust be a resident 
of the United States and either a citizen or an alien 
lawfully admitted for permanent residence who has 
resided in the United States continuously for 5 years. 
He may not be an active or retired Federal employee 
(or spouse of one) who is or could have been covered 
by the Federal Employees Health Benefit Act of 1959. 
He may not have been convicted of a crime against the 
security of the United States. 

For coverage under the transitional provision, a per- 
son attaining age 69 after 1967 must have three quarters 
of coverage for each year elapsing between 1965 and 
the year in which he attains age 65. 

Hospital insurance under the transitional provision 
can also be retroactive for as many as 12 months before 
the month of application, provided the individual meets 
all the other requirements during the period of retro- 
activity. 


122. ENTITLEMENT TO SUPPLEMENTARY 
MEDICAL INSURANCE 


A. Enrollment.—To obtain supplementary medi- ~ 
cal insurance coverage an individual must voluntarily 
enroll in the plan and pay the required premiums. He 
may enroll if he is entitled to hospital insurance benefits 
or, if he is age 65, a resident of the United States, and 
either a citizen or an alien admitted for permanent 
residence. Active or retired Federal employees and 
their spouses are eligible to enroll whether or not 
covered under the Federal Employees Health Benefit 
Act. (For social security purposes an individual attains 
age 65 on the day before his 65th birthday.) 

By agreement States may enroll in the supplementary 
medical insurance plan eligible individuals who are 
receiving money payments under certain public assist- 
ance programs. Such persons who are entitled to 
monthly social security or railroad retirement benefits 
may be included at the option of the State. 

B. Enollment Periods.—FEnrollment is possible 
only during specified enrollment periods. 

1. During the initial general enrollment period 
an opportunity to enroll was afforded to all eligible 
persons age 65 and over before March 1, 1966. This 
enrollment period ended May 31, 1966. (An eligible 
individual who for good cause failed to enroll before 
June 1, 1966, could have enrolled before October 1, 
1966. ) : | 
2. For persons first eligible on or after March 1, 
1966, the initial enrollment period is 7 months. It 
begins 3 calendar months before and ends 3 calendar 
months after the month in which the individual first 
meets all enrollment requirements. 


3. General enrollment periods occur October 1 
through December 31 of each odd-numbered year be- 
ginning with 1967. Those who failed to enroll during 
their initial enrollment periods and those whose enroll- 
ment has terminated may enroll in these periods. 

4. States which desire to enroll eligible indi- 
viduals receiving public assistance must request 
coverage before January 1968, and enter into an agree- 
ment with the Government. 

An individual who fails to enroll for medical insur- 
ance within the 3-year period after the close of his 
initial enrollment period may not enroll thereafter. 

An individual whose enrollment has terminated may 
re-enroll only once—in a general enrollment period 
which begins within 3 years after the termination of his 
prior enrollment. 

Payment may be made for covered services if the 

individual was enrolled at the time the services were 
furnished, even though at the time the request for pay- 
ment is filed with the intermediary his enrollment had 
been terminated. 
122.1 Premiums.—lInitially, the premium is $3 
per month. The law permits the Secretary of Health, 
Education, and Welfare to adjust the premium amount 
in accordance with changes in medical and other costs. 
No change in the premium is permitted before 1968, 
and changes thereafter can be no oftener than eyery 2 
years. To take into account the higher cost of insuring 
older individuals, premiums payable by a person who 
enrolls after the first enrollment period open to him, 
or who re-enrolls after his initial enrollment was termi- 
nated, are increased by 10 percent for each year he 
could have been but was not enrolled. 

A grace period has been provided for payment of 
premiums. This period extends for 2 calendar months 
after the month in which the premium is due. 

Persons enrolled for medical insurance and receiv- 
ing social security, railroad retirement, or civil service 
retirement benefits (except those enrolled by the State 
as public assistance recipients) will have the premiums 
withheld from their monthly checks. The State pays 
the premiums for the public assistance recipients it 
enrolls. 

Other enrollees must make premium payments di- 
rectly to the Social Security Administration. Enrollees 
who make direct premium payment will generally be 
billed quarterly. However, organizations, employers, 
unions, etc., may under certain conditions pay 
premiums for their members as a group. 


122.2 Beginning of Coverage 


A. Enrollment during the initial general enrollment 
period—coverage began July 1, 1966. An individual 
who attained age 65 prior to March 1966, and who, on 
establishing good cause for failure to enroll timely, en- 
rolled from June 1, 1966, through September 30, 1966, 
has coverage beginning the first day of the sixth month 
after the month in which he enrolled. 

B. Enrollment during an entitled individual’s initial 
enrollment period—coverage begins: 

1, First day of the month in which the individual 
becomes age 65, if he enrolls before the month that 
he becomes 65. 

2. First day of the month following the month that 
he becomes age 65, if he enrolls in the month that he 
becomes 65. 

3. First day of the second month after the month of 
enrollment, if he enrolls in the month after he becomes 
age 60. 

4. First day of the third month after the month of 
enrollment, if he enrolls more than 1 month after 
the month in which he became age 65. (However, in- 
dividuals who became age 65 in March 1966, and en- 
rolled in May 1966, have coverage effective July 1, 
1966. ) 

C. Enrollment during one of the general enrollment 
periods—coverage begins the following July 1st. 

D. Enrollment by a State of its welfare recipients— 
coverage begins on the latest of the following but not 
later than January 1, 1968: 

1. July 1, 1966; 

2. First day of the third month after the month of 
the agreement with the State; 

3. First day of the first month in which the in- 
dividual is both eligible and a member of the group; 

4. The date specified in the agreement. 


122.3. End of Coverage 


A. An individual whose medical insurance premiums 
are being deducted may notify the Social Security Ad- 
ministration in writing during a general enrollment 
period that he no longer wants medical insurance. His 
coverage period will be terminated with the close of the 
year in which his notice is submitted. 

B. Enrollment under medical insurance is terminated 
because of nonpayment of premiums. Termination is 
effective with the end of the grace period provided for 
payment of premiums. 

C. If an individual is enrolled under a Federal-State 
agreement, his coverage under the agreement ends on 
whichever of the following first occurs: 
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1. The end of the month in which he becomes in- 
eligible (as determined by the State) for welfare money 
payments; or 

2. The end of the month before the first month for 
which he becomes entitled to monthly social security or 
railroad retirement benefits, unless the State exercises 
its option to enroll its welfare recipients who are en- 
titled to such benefits. 

If an individual’s coverage under a Federal-State 
enrollment agreement is terminated, his coverage con- 
tinues without interruption subject to the applicable 
premium payment requirements. 

A social security or railroad retirement beneficiary 
or civil service annuitant who was enrolled under a 
State agreement and thereafter ceases to be a public 
assistance recipient may terminate his enrollment dur- 
ing the 3-morith period after the month he leaves the 
public assistance rolls. 

D. If not otherwise terminated, coverage ends with 
the beneficiary’s death. 


130. FEDERAL GOVERNMENT ADMINISTRA- 
TION OF THE HEALTH INSURANCE 
PROGRAM 


The Department of Health, Education, and Welfare 
has been given overall responsibility for administration 
of the hospital insurance and voluntary supplementary 
medical insurance programs. Three major agencies 
of the Department—the Social Security Administration, 
Public Health Service, and Welfare Administration— 
are involved. 


130.1 The Social Security Administration has 
the responsibility for policy formulation and the general 
management and operational aspects of the program. 
Briefly, these include: determination of the individual’s 
entitlement to benefits and the nature and duration of 
services for which benefits may be paid; establishment, 
maintenance, and administration of agreements with 
State agencies, providers of services and intermediaries ; 
in consultation with the Public Health Service and the 
Welfare Administration, the formulation of major 
policies regarding conditions of participation for pro- 
viders; the development and maintenance of statistical 
research and actuarial programs; and the general 
financial management of the program. The Adminis- 
tration also makes determinations of reasonable costs 
and amounts to be paid to providers who have elected 
to deal directly with the Government. 


130.2 The Public Health Service has the prin- 
cipal responsibility for the professional health aspects 
of the program. These include: professional consulta- 
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tion and recommendation to the Social Security Admin- 
istration in development of health and safety, and other 
guidelines for determining whether providers of serv- 
ices meet the conditions for participation under the 
program; consultation and advice to State agencies con- 
cerning the application of standards for providers, and 
in the coordination of program activities with other. 
health services and activities in the State; and activities 
necessary in studying the utilization of hospital and 
other medical care services under the program. 


130.3. The Welfare Administration has the pri- 
mary role in hospital and medical insurance program 
planning, coordination, and evaluation in matters that 
affect other federally aided assistance programs; in 
assisting State agencies to achieve a coordinated ap- 
proach with other medical care plans under the Social 
Security Act; and in all aspects of program adminis- 
tration affecting public welfare agencies. 


131. ADVISORY GROUPS 


The law provides for the appointment of two non- ; 
governmental advisory groups to assist the Secretary. 


131.1 The Health Insurance Benefits Advisory 
Council, consisting of persons outstanding in hos- 
pital, medical, and other health activities, and at least 
one representative of the general public, advises the 
Secretary on general policy in administering the pro- 
gram and in the formulation of regulations. The 
Secretary must consult with the Council in determining 
conditions of participation for hospitals and other 
providers of services in addition to the requirements 
specifically enumerated in the law. 


131.2 The National Medical Review Committee 
is to be selected from people who are representative 
of professional organizations and associations in the 
field of medicine and other individuals who are out- 
standing in the field of medicine or in related fields. 
At least one member will represent the general public 
and a majority of the committee are to be physicians. 
The committee studies the utilization of hospital and 
other medical services under the program and makes 
any recommendations to the Secretary and to Congress 
that it considers appropriate. 


132. STATE AGENCIES 


The States are accorded important administrative 
functions to the extent that each is willing and able 
to undertake them by agreement with the Secretary. 


A. Certifications are made by State agencies to 
the Department of Health, Education, and Welfare 
indicating whether hospitals, extended care facilities, 


home health agencies, and independent laboratories 
meet and continue to meet their respective conditions of 
participation. This function is intended to be a natural 
adjunct to ongoing State activities, such as licensing 
of health facilities and other standard setting activities. 


B. Consultation services are rendered by State 
agencies if their agreements provide for it. Consulta- 
tion with hospitals, extended care facilities, and home 
health agencies that need and request assistance to 
meet the conditions of participation is an integral part 
of the certification process. 


C. Coordination by the State relates its activities 
in the performance of its functions under the program 
to the various other programs in the State that have to 
do with payment for health care, quality of care, and 
distribution of health facilities. Coordination of such 
activities is designed to utilize existing State facilities 
and trained personnel effectively and economically and 
to prevent duplication of effort. 


D. State Agency as a Medical Insurance Inter- 
mediary.—Where a State enters into an agreement 
with the Government to pay the medical insurance 
premium on behalf of its aged welfare recipients, as 
explained in § 122A the agreement may provide for a 
designated State agency to serve as an intermediary on 
behalf of its welfare recipients. 


135. HOSPITAL INSURANCE 
DIARIES 


Under the hospital insurance plan, groups or asso- 
ciations of providers, on behalf of their members, may 
nominate a national, State, or other public or private 
agency, or organization to serve as intermediary in the 
claims process. A member of an association is free, 
however, to receive payment from an approved inter- 
mediary other than its association’s nominee, if agree- 
able to the Social Security Administration and to the 
intermediary selected. A provider may deal directly 
with the Social Security Administration. 

The law permits the Administration to enter into an 
agreement with a nominated organization if it finds 
this to be consistent with effective and efficient adminis- 
tration of the hospital insurance program. The inter- 
mediary makes payments to providers for covered items 
and services on the basis of reasonable cost determi- 
nations and assists in the application of safeguards 
against unnecessary utilization of covered services. 
The agreement may also call for furnishing consulta- 
tive services to assist providers to establish and main- 
tain necessary fiscal records and otherwise qualify as 
providers of services; serving as a center for commu- 





INTERME- 


nicating with providers; and making audits of provider 
records, ; 

Generally speaking, the Social Security Administra- 
tion will utilize the services of the hospital insurance 
intermediary in making payments for hospital and other 
provider services under medical insurance. 

See § 255 for the hospital insurance intermediary’s 
role in making payment determinations for services 
of hospital-based physicians. 


137. MEDICAL INSURANCE CARRIERS 

The law requires the Secretary to enter into contracts 
with carriers selected to serve as intermediaries for the 
performance of specified administrative functions under 
the medical insurance program. Carriers are gener- 
ally assigned to serve a geographical area in which 
medical services are furnished. However, railroad re- 
tirement beneficiaries are served by The Travelers In- 
surance Company regardless of where services are - 
furnished, and welfare recipients may be served by a 
State welfare agency. The principal function of this 
intermediary is to determine whether physicians’ (in- 
cluding hospital-based physicians, see §§ 255 and 430) 
charges are reasonable and to make payment. Section 
132D of this chapter explains the conditions under 
which a State agency may act as a supplementary medi- 
cal insurance intermediary. 


140. FINANCING HOSPITAL 
PROGRAM 

The hospital insurance program is financed 
through separate payroll contributions paid by em- 
ployees, employers, and self-employed persons. The 
proceeds are earmarked for the Federal Hospital In- 
surance Trust Fund to keep them separate from other 
social security contributions. The law permits their 
use only for the payment of hospital insurance benefits 
and administrative expenses. The cost of providing 
hospital insurance benefits to persons who are not 
social security or railroad retirement beneficiaries is 
met by appropriations to the Federal Hospital In- 
surance Trust Fund from general revenues. 


142. FINANCING SUPPLEMENTARY MEDI- 
CAL INSURANCE PROGRAM 

The supplementary medical insurance plan is 
financed by the monthly premiums of those who en- 
roll under the plan, matched by an equal contribution 
from general revenues. All premiums and Govern- 
ment contributions for this plan are placed in a sep- 
arate fund known as the Federal Supplementary Med- 
ical Insurance Trust Fund. This fund is devoted ex- 
clusively to the payment of medical insurance benefits 
and administrative expenses. 


INSURANCE 
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COVERAGE OF HOSPITAL SERVICES 
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Chapter II 


COVERAGE OF HOSPITAL SERVICES 


Definitions 


200. HOSPITAL DEFINED 


A Hospital (Other Than Tuberculosis or 
Psychiatric) is an institution which: 

a. is primarily engaged in providing to inpatients, by 
or under the supervision of physicians, 

(1) diagnostic and therapeutic services for 
medical diagnosis, treatment, and care of injured, 
disabled, or sick persons, or 

(2) rehabilitation services for the rehabilitation 
of injured, disabled, or sick persons; 

b. maintains clinical records on all patients; 

c. has bylaws in effect concerning its staff of physi- 
cians; 

d. requires that every patient must be under the care 
of a physician; 

e. provides 24-hour nursing service by or supervised 
by a registered professional nurse, and has a licensed 
practical nurse or registered professional nurse on duty 
at all times; 

f. has in effect a hospital utilization review plan; 

g. is licensed or is approved by the State or local 
licensing agency as meeting the standards established 
for such licensing; 

h. meets other health and safety requirements of the 
Secretary of Health, Education, and Welfare. (These 
additional requirements may not be higher than com- 
parable ones prescribed for accreditation by the Joint 
Commission on Accreditation of Hospitals with certain 
exceptions specified in the law.) 

i. is not primarily for the care and treatment of 
mental diseases or tuberculosis. 


201. PARTICIPATING HOSPITAL 
Payment may ordinarily be made only to a participat- 
ing hospital for covered services furnished by the hos- 


pital or by others under arrangements with the 


hospital. A participating hospital is an institution ap- 


_ proved by the Social Security Administration which has 
_ entered into an agreement with the Administration 


not to charge any patient or other person for covered 
items and services, except deductibles and coinsurance 
amounts; to return any money incorrectly collected; 
and to provide services on a nondiscriminatory basis 
in compliance with Title VI of the Civil Rights Act of 
1964. 


202. HOSPITAL EMERGENCY SERVICES 


A nonparticipating hospital is one which does not 
have an agreement to participate whether or not it 
meets the other requirements for participation. Such 
a hospital, however, may receive payment for inpatient 
hospital services or outpatient hospital diagnostic serv- 
ices furnished by it, or by others under arrangements 
with it, if: 

a. the services are emergency services; and 

b. the services are covered services under hospital 
insurance; and . 

c. the hospital meets the definition of a hospital, 
psychiatric hospital, or tuberculosis hospital (but it 
need not meet the utilization review plan and the health 
and safety conditions prescribed by the Secretary) ; and 

d. the hospital agrees on an individual case basis 
not to charge the patient or other person for items or 
services covered by hospital insurance except deduct- 
ibles and coinsurance amounts; and to return any 
money incorrectly collected. 

Notices of admission and bills will be submitted to 
the local social security district office (see § 330). The 
determination of whether an emergency existed will be 
made by the appropriate Social Security Administra- 
tion regional office with necessary medical consultation 
furnished by the Public Health Service. Payment of 
claims for emergency services will be made by inter- 
mediaries designated by the Social Security Adminis- 
tration. 

Emergency services outside the United States are 
covered under limited conditions arising ordinarily 
only in border areas. Payment for emergency 
inpatient hospital services furnished outside the 
United States may be made if the individual was physi- 
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cally present in the United States at the time the emer- 
gency arose and the foreign hospital was substantially 
more accessible than the nearest U.S. hospital which 
was adequately equipped and available to treat the 
condition. Notices of admission and bills will be 
processed in the same manner as indicated above. 


202.1 Definition of Emergency Services.—Un- 
der the health insurance program, emergency services 
are those outpatient hospital diagnostic services and 
inpatient hospital services which are necessary to pre- 
vent the death or serious impairment of the health of 
the individual, and which, because of the threat to the 
life or health of the individual, necessitate the use of the 
most accessible hospital available and equipped to fur- 
nish such services. 

Thus, the determination of emergency services de- 
pends upon two separate findings— 

1. that an emergency existed with regard to the 
patient’s condition; and 

2. that diagnosis or treatment was given at the 
most accessible hospital available and equipped 
to furnish such services. 

The finding of whether the patient’s condition re- 
quired emergency diagnosis or treatment will ordinarily 
be based on the physician’s evaluation of the incoming 
patient’s condition immediately upon his or her ar- 
rival at the hospital. When the examination and diag- 
nosis of the patient is undertaken because his apparent 
condition is such that failure to do so immediately 
might threaten his life or result in serious impairment 
of his health, the patient may be found to require 
emergency examination and diagnosis. Similarly, 
when the attending physician in the emergency or ac- 
cident room determines that the individual should be 
admitted to the hospital as an inpatient to prevent death 
or serious impairment of health, it may be determined 
that emergency inpatient diagnosis or treatment was 
required. 

In some instances the emergency nature of the situa- 
tion may have been assessed by a physician who at- 
tended the patient at the place where the incident neces- 
sitating hospitalization occurred (e.g., in the case of a 
heart attack or an automobile accident). In these 
cases, the attending physician who ordered the hospital- 
ization may substantiate the fact that emergency hos- 
pitalization was necessary. 

Guidelines on what constitutes “the most accessible 
hospital available and equipped to furnish the neces- 
sary services” are being developed and will be made 
available when completed. 
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202.2 Termination of Emergency Services.— 
Since payment can be made to a nonparticipating hos- 
pital only for emergency services, no payment can 
be made to such an institution for services rendered 
after the emergency has ended. An emergency no 
longer exists when it becomes safe from a medical 
standpoint to move the patient to a participating in- 
stitution, or to discharge him, whichever occurs first. 
The determination that an emergency has ended will 
ordinarily be based upon the physician’s supporting 
statement, discussed below, and, when appropriate, 
additional data furnished by the hospital, e.g., from the 
patient’s medical record. 


202.3 Physician’s Supporting Statements.— 
Claims filed by a nonparticipating hospital for emer- 
gency services payment must be accompanied by a 
physician’s statement describing the nature of the 
emergency and stating that the services rendered were 
necessary to prevent the death of the individual or the 
serious impairment of his health. A bare statement that 
an emergency existed is not sufficient. é 

The statement should describe the nature of the 
emergency, furnish relevant clinical information about 
the condition of the patient, and also state that the 
services rendered were required as emergency services 
as defined above. It must be sufficiently comprehensive 
to support a finding that an emergency existed. In addi- 
tion, when inpatient services are involved, the state- 
ment must include the date when, in the physician’s 
judgment, the emergency ceased. 

Most emergencies will be of relatively short duration 
so that only one bill will be submitted in a case. Thus, 
generally only one physician’s statement will be neces- 
sary. However, in the rare situation where an emer- 
gency exists over an extended period, requests for pay- 
ment following the initial one are to be accompanied 
by a physician’s statement containing sufficient in- 
formation to indicate clearly that the emergency situa- 
tion still existed. A bare statement that the emergency 
continues to exist would not be acceptable. 

Additional information to support a finding that the 
services furnished were emergency services may be re- 
quested from the physician, the hospital, and others. 


203. TUBERCULOSIS HOSPITAL 


A tuberculosis hospital, is an institution which is 
primarily engaged in providing by or under the super- 
vision of a physician, medical services for the diagnosis 
and treatment of tuberculosis. To be eligible for par- 
ticipation in the program as a tuberculosis hospital, it 
must be accredited by the Joint Commission on Ac- 
creditation of Hospitals, have in effect a utilization 


review plan, and comply with additional staffing and 
medical record requirements necessary to carry out an 
active program of treatment and intensive care. (See 
“Conditions of Participation for Hospitals.’’) 


204. PSYCHIATRIC HOSPITAL 


A psychiatric hospital is an institution which is pri- 
marily engaged in providing by or under the supervi- 
sion of a physician, psychiatric services for the diag- 
nosis and treatment of mentally ill persons. To be 
eligible for participation in the program as a psy- 
chiatric hospital, it must be accredited by the Joint Com- 
mission on Accreditation of Hospitals, have in effect 
a utilization review plan and comply with additional 
staffing and medical record requirements necessary to 
carry out an active program of treatment and intensive 
care. (See “Conditions of Participation for 
Hospitals.” ) 


205. CERTIFICATION OF PARTS OF IN- 
STITUTIONS AS HOSPITALS 


Under certain conditions a distinct part of a psy- 

chiatric or tuberculosis institution may be certified as 
a psychiatric, tuberculosis, or general hospital. 
205.1 Part of a Psychiatric or a Tuberculosis 
Institution as a Psychiatric or Tuberculosis Hos- 
pital.—A distinct part of a psychiatric or tuberculosis 
institution can be certified as a psychiatric or tuber- 
culosis hospital if it meets the conditions of participa- 
tion even though the institution of which it is a part 
does not. If the distinct part meets requirements 
equivalent to the accreditation requirements of the 
JCAH, it can qualify under the program even though 
the institution itself is not accredited. 
205.2 General Hospital Facility of Psychiatric 
or Tuberculosis Hospital.—A general hospital facil- 
ity within a psychiatric or tuberculosis hospital may 
be certified as a general hospital independent of the 
institution as a whole provided the general facility is a 
self-contained operational entity distinct from the rest 
of the institution. The general hospital facility would 
be regarded as a separate institution for this purpose 
since the law does not provide for certifying a “distinct 
part” of an institution as a general hospital. 

Services furnished in a separately certified general 
hospital facility are not subject to any of the benefit 
limitations applicable to the other parts of the institu- 
tion, i.e., the reduction in benefit days in the first spell 
of illness in the case of psychiatric and tuberculosis 
hospitals (§ 217) and the 190-day lifetime maximum 
on inpatient services in the case of psychiatric hospitals 


(§ 218). 





205.3 Part of a General Hospital as a Psychia- 
tric or Tuberculosis Hospital.—There is no provi- 
sion for a psychiatric or tuberculosis wing of a gen- 
eral hospital to be certified as a psychiatric or tubercu- 
losis hospital. The distinct part provisions apply only 
to psychiatric and tuberculosis institutions and not to 
general hospitals. 

A psychiatric or tuberculosis facility which is 
part of a general hospital or a large medical center or 
complex will be included within the certification of 
the overall institution unless the psychiatric or tuber- 
culosis facility operates as a separate functioning en- 
tity, i.e., it is located in a separate building, wing, or 
part of a building, has its own administration, and 
maintains separate fiscal records. 


206. CHRISTIAN SCIENCE SANATORIUM 


A Christian Science sanitorium operated or list- 
ed and certified by the First Church of Christ, Scien- 
tist, Boston, Mass., qualifies as both a hospital and 
extended care facility. Sanatorium services are 
considered to be furnished by a sanatorium in its ca- 
pacity as a hospital unless the individual elects to have 
them treated as sanatorium extended care services. In- 
patient care in such an institution whether as hospital 
services or extended care services can begin or pro- 
long a “spell of illness” (§ 215). 

Payment may be made to a participating sanitorium 
for as many as 120 days of covered Christian Science 
care in the same spell of illness—up to 90 days under 
the hospital provision and up to 30 days under the ex- 
tended care provision. Payment for sanitorium ex- 
tended care services may not be made for more than 
30 days in each spell of illness, instead of the 100 days 
applicable to extended care services generally. 

Payment can be made in the same spell of illness for 
both inpatient hospital services furnished in a hospital 
and those furnished by a sanitorium in its capacity as 
a hospital, but the total days of covered care cannot 
exceed the maximum of 90 days in a spell of illness 
(§ 216). 

Payment may not be made for sanatorium extended 
care services after an individual has been furnished 
posthospital inpatient extended care services during 
the same spell of illness in a qualified extended care 
facility other than a Christian Science sanatorium. 
Similarly, payment may not be made for posthospital 
extended care services furnished to an inpatient of an 
extended care facility other than a Christian Science 
sanatorium after he has been furnished, during the 
same spell of illness, covered sanatorium extended care 


services. 
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207. UNDER ARRANGEMENTS 


A hospital may make arrangements with others to 
furnish covered items or services. When such arrange- 
ments are made, receipt of payment by the hospital for 
the services (whether it bills in its own right or on 
behalf of those furnishing the services) must relieve 
the beneficiary or any other person of further liability. 

There are additional special requirements on fur- 
nishing items and services under arrangements. These 
depend on the type of hospital service involved: 

a. For inpatient hospital services, see §§ 210 ff. 

b. For outpatient diagnostic services, see § 232 ff. 

c. For hospital services under medical insurance, 


see §§ 240 ff. ; 


Inpatient Hospital Services 


210. COVERED INPATIENT HOSPITAL 
SERVICES 


- Patients covered under hospital insurance are en- 
titled to have payment made on their behalf on a 
reasonable cost basis for inpatient hospital services. 
An inpatient is a person who has been admitted to a 
hospital for bed occupancy for purposes of receiving 
inpatient hospital services. A person is considered an 
inpatient if formally admitted as an inpatient with the 
expectation that he will remain at least overnight and 
occupy a bed even though it later develops that he can 
be discharged, or is transferred to another hospital and 
does not actually use a hospital bed overnight. For 
billing of outpatient services furnished before admis- 
sion as an inpatient see § 400. 

(If a patient receives items or services in excess of, 
or more expensive than, those for which payment can 
be made, payment will be made only for the reasonable 
cost of the covered items or services. This provision 
applies not only to inpatient services but to all hospital 
services under Parts A and B of the program.) 

§§ 210.1-210.7 discuss coverage of inpatient hospi- 
tal services (including psychiatric and tuberculosis 
hospital services) . 


210.1 Bed and Board in Semiprivate Accom- 
modations.—Hospital insurance will pay for the 
reasonable cost of semiprivate accommodations (two-, 
three-, or four-bed accommodations). When accom- 
modations other than semiprivate are furnished, the 
following rules will govern. 

A. Private Rooms Medically Necessary.—Pay- 
ment may be made for the reasonable cost of a private 
room or other accommodations more expensive than 
semiprivate only when such accommodations are medi- 
cally necessary. Private rooms will be considered med- 
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ically necessary when the patient’s condition requires 
him to be isolated for his own health or that of others. 

The term isolation may apply when treating a num- 
ber of physical and mental conditions. These include 
communicable diseases which require isolation of the 
patient for certain periods. Privacy may also be neces- 
sary for patients whose symptoms or treatment are 
likely to alarm or disturb others in the same room. 

Payment will ‘also be made for the use of intensive 
care facilities where medically indicated. 

B. Private Rooms Not Medically Necessary. 
When accommodations more expensive than semi- 
private are furnished the patient because, at the time of 
admission, less expensive accommodations are not 
available, the program may pay only the reasonable 
cost of semiprivate accommodations. If the patient is 
admitted to a hospital which has only private accom- 
modations, and no semiprivate rooms or wards exist, 
the program may pay only the equivalent of the reason- 
able cost of semiprivate accommodations, unless private 
accommodations were medically necessary. 

When accommodations more expensive than semi- 
private are furnished the patient at his request in 
the absence of medical necessity, the hospital. may 
charge the patient no more than the difference between 
the customary charges for the accommodations fur- 
nished and the customary charges for semiprivate ac- 
commodations at the most prevalent rate at the time — 
of admission. No such charge may be made to the 
patient unless he requested the more expensive ac- 
commodations with the knowledge that he would be 
charged the differential. (See D below for definitions 
of “customary charges” and “most prevalent rate.”) 

C. Wards.—When accommodations less expensive 
than semiprivate are furnished at the patient’s re- 
quest or for a reason determined to be consistent 
with the purposes of the health insurance pro- 
gram, payment may be made for the reasonable cost 
of the accommodations furnished. It is considered 
to be consistent with the program’s purposes to furnish 
bed and board in less expensive accommodations where 
semiprivate accommodations are not available. How- 
ever, the patient must be moved to semiprivate accom- 
modations when they become available. (Payment to 
hospitals which have only ward accommodations will 





be made on the basis of the reasonable cost of the ac- 
commodations furnished. ) 

In some cases, a patient is placed in accommodations 
less expensive than semiprivate neither at his request 
nor for a reason consistent with the program’s 
purposes. It is not consistent with the purposes of 


the law to assign a patient ward accommodations on 
the basis of his social or economic status, his national 
origin, race, or religion, or his entitlement to benefits 
as a medicare patient, or any other discriminatory rea- 
son, when the patient has not requested such assign- 
ment. A hospital which repeatedly assigns patients to 
accommodations less expensive than semiprivate nei- 
ther at the patient’s request nor for reasons consistent 
with the purposes of the program will be subject to 
termination of its participation agreement. 

When ward accommodations are furnished neither at 
the patient’s request nor for a reason consistent with 
the program’s purpose, reimbursement will be made 
at a reduced rate. The payment will be the reasonable 
cost of semiprivate accommodations minus the differ- 
ence between the institution’s customary charges for 
semiprivate accommodations at the most prevalent rate 
(see D below) at the time of the patient’s admission and 
the charge customarily made for the accommodations 
furnished the patient by the institution. (For example, 
the reasonable cost of semiprivate accommodations is 
$40 per day. The most prevalent customary charge rate 
for a semiprivate room was $42 per day and $35 per 
day the customary charge for ward accommodations. 
The hospital would be paid $33 per day for the ward ac- 
commodations, i.e., $42 minus $35 equals $7; $40 minus 
$7 equals $33.) However, payment cannot be more 
than the reasonable cost of ward accommodations re- 
gardless of the amount indicated by the use of this for- 
mula. The reduction in payment, when appropriate, 
will be made at the end-of-year settlement. 

D. Customary charges means amounts which the 

hospital is uniformly charging patients currently for 
specific services and accommodations. The most 
prevalent rate for semiprivate accommodations is the 
rate which applies to the greatest number of semi- 
private beds. 
210.2 Nursing and Other Services.—Nursing 
and other related services, use of hospital facilities, and 
medical social services ordinarily furnished by the hos- 
pital for the care and treatment of inpatients are cov- 
ered. 

If the hospital engages the services of a nurse or 
other nonphysician anesthetist (either on a salary or 
fee-for-service basis) under arrangements which pro- 
vide for billing to be made by the hospital, the cost 
of the service when provided to an inpatient is cov- 
ered under Part A. 

NOTE: The services of a private-duty nurse or 

other private-duty attendant are not covered. 

Private-duty nurses or private-duty attendants are 
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tegistered professional nurses, licensed practical 
nurses, or any other trained attendant whose services 
are rendered to and restricted to a particular patient 
by arrangement between the patient and the private- 
duty nurse or attendant. 


210.3 Drugs and Biologicals.—Drugs and bio- 
logicals for use in the hospital, which are ordinarily 
furnished by the hospital for the care and treatment 
of inpatients, are covered. 

Two basic requirements must be met for a drug or 
biological furnished by a hospital to be included as a 
covered hospital service. The drug or biological must 
(1) represent a cost to the institution in rendering serv- 
ices to the beneficiary; and (2) either be included, or 
approved for inclusion, in the U.S. Pharmacopeia, the 
National Formulary, the U.S. Homeopathic Pharma- 
copoeia, or New Drugs or Accepted Dental Remedies 
(except for those unfavorably evaluated), or be ap- 
proved by the pharmacy and drug therapeutics or 
equivalent committee of the medical staff of the hos- 
pital for use in the hospital. 

A. Drugs Included in the Drug Compendia. 
Coverage is provided only for those drugs and biologi- 
cals included, or approved for inclusion, in the latest 
official edition or revision of the compendia. The 
latest official editions are: (1) U.S. Pharmacopeia, 
17th Revision, official from September 1, 1965, (2) the 
National Formulary, 12th Edition, official from Sep- 
tember 1, 1965, (3) U.S. Homeopathic Pharmacopoeia, 
7th Revised Edition, 1964, (4) New Drugs, 1966, and 
(5) Accepted Dental Remedies, 1966. 

The exclusion from coverage of drugs and biologi- 
cals unfavorably evaluated in New Drugs and Accepted 
Dental Remedies applies to those drugs and biologicals 
which have been unfavorably evaluated for all medici- 
nal uses. If a drug or biological has been unfavorably 
evaluated for one or more, but not all, medicinal uses, 
the exclusion applies only where the drug has been 
unfavorably evaluated for the medicinal use to which 
it is being put. 





Drugs and biologicals are considered “approved for 
inclusion” in a compendium if -approved under the 
procedure established by the professional organization 
responsible for the revision of the compendium. 

B. Approval by Pharmacy and Drug Thera- 
peutics Committee.—A pharmacy and drug thera- 
peutics or equivalent committee is a medical staff 
committee which confers with the hospital pharmacist 
in the formulation of policies pertaining to drugs. 
Drugs and biologicals approved for use in the hospital 
by such a committee are covered only if the committee 
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develops and maintains a formulary or list of drugs ac- 
cepted for use in the hospital. The committee need not 
function exclusively as a pharmacy and drug therapeu- 
tics committee; it may carry on other medical staff 
functions. 

Drugs and biologicals are considered approved for 
use in the hospital if selected for inclusion in the hos- 
pital drug list or formulary under the procedure of the 
committee established for that purpose. Express ap- 
proval is required; the fact that a drug or biological 
has not been specifically determined to be unacceptable 
for use in the hospital does not constitute approval. 

Drugs and biologicals are covered if approved for 
general use in the hospital, or if approved for use by a 
particular patient or group of patients. If the phar- 
macy and drug therapeutics committee gives approval 
for use of an investigational drug in the hospital, the 
drug will be covered to the extent that its cost is not 
met by funds provided for research. 

C. Combination Drugs.—Combination drugs are 
covered if the combination itself or all of the thera- 
peutic ingredients of the combination are included, or 
approved for inclusion, in any of the designated drug 
compendia. Any combination drug approved for use 
in the hospital by the pharmacy and drug therapeutics 
or equivalent committee is covered. 

D. Drugs Specially Ordered for Inpatients.— 
Coverage is not limited to drugs and biologicals rou- 
tinely stocked by the hospital; a drug or biological not 
stocked by the hospital which the hospital obtains for 
the patient from an outside source, such as a com- 
munity pharmacy, can also be covered. 

Drugs and biologicals not included in the drug list 
or formulary maintained by the hospital’s pharmacy 
and drug therapeutics committee may be covered if the 
hospital has a policy which permits such drugs to be 
furnished to a patient at the special request of a physi- 
cian. However, in order to be covered, such drugs 
and biologicals must be included, or approved for in- 
clusion, in one of the designated drug compendia. (In 
addition, a combination drug, or all of its therapeutic 
ingredients, would have to be included or approved for 
inclusion in one of the compendia.) 

E. Drugs for Use Outside the Hospital. 
Drugs and biologicals furnished by a hospital to an 
inpatient for use outside the hospital are, in general, 





not covered as inpatient hospital services. However, 
if the drug or biological is deemed medically necessary 
to permit or facilitate the patient’s departure from the 
hospital, and a limited supply is required until he can 
obtain a continuing supply, the limited supply of the 
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drug or biological is covered as an inpatient hospital 
service. 





210.4 Supplies, Appliances, and Equipment. 
Supplies, appliances, and equipment which are ordi- 
narily furnished by the hospital for the care and treat- 
ment of the beneficiary solely during his inpatient stay 
in the hospital are covered inpatient hospital services. 

Under certain circumstances, supplies, appliances, 
and equipment used during the beneficiary’s inpatient 
stay are covered even though they leave the hospital 
with the patient when he is discharged. These are 
circumstances in which it would be unreasonable or 
impossible from a medical standpoint to limit the 
patient’s use of the item to the periods during which 
the individual is an inpatient. Examples of items 
covered under this rule are cardiac valves, cardiac 
pacemakers, and artificial limbs which are permanently 
installed in or attached to the patient’s body while he is 
an inpatient of the hospital; and items, such as trache- 
ostomy or drainage tubes, which are temporarily in- 
stalled in or attached to the patient’s body while he is 
receiving treatment as an inpatient and which are also 
necessary to permit or facilitate the patient’s release 
from the hospital. 

Supplies, appliances, and equipment furnished to 
an inpatient for use only outside the hospital are not, 
in general, covered as inpatient hospital services. 
However, a temporary or disposable item which is 
medically necessary to permit or facilitate the patient’s 
departure from the hospital, and is required until the 
patient can obtain a continuing supply is covered as an 
inpatient hospital service. 

The reasonable cost of oxygen furnished to hospital 

inpatients is covered under Part A as an inpatient 
supply. _ 
210.5 Other Diagnostic or Therapeutic Items 
or Services.—Other diagnostic or therapeutic items 
or services ordinarily furnished inpatients by the hos- 
pital or by others under arrangements made by the 
hospital are covered. This category of covered serv- 
ices encompasses items and services not otherwise 
specifically listed as covered inpatient hospital services. 
With respect to items that leave the hospital with the 
patient when he is discharged, such as splints or casts, 
the rules for determining whether the item is covered 
are the same as the rules set forth above for supplies, 
appliances, and equipment. 

When a psychologist or physical therapist is a sala- 
ried member of the staff of a hospital, his diagnostic 
or therapeutic services to inpatients of that hospital 
are covered on a reasonable cost basis in the same 


manner as the services of other nonphysician hospital 
employees. The services of a psychologist or physical 
therapist who is not a salaried staff member are covered 
if furnished by the hospital as part of the services it 
ordinarily furnishes under arrangements which provide 
for billing to be handled by the hospital. 

Diagnostic services furnished under arrange- 
ments with laboratories are covered as follows: 
_A. Diagnostic services furnished to an inpatient 
by an independent clinical laboratory under ar- 
rangements with the hospital are reimbursable un- 
der hospital insurance if the specified requirements are 
met. Where State or applicable local law provides for 
licensing of independent clinical laboratories, diag- 
nostic services furnished by such a laboratory are cov- 
ered only if the laboratory is either licensed under such 
law or is approved as meeting the requirements for li- 
sensing by the State or local agency responsible for 
licensing laboratories. Such laboratories must also 
meet the health and safety requirements prescribed by 
the Secretary of Health, Education, and Welfare. See 
“Conditions for Coverage of Services of Independent 
Laboratories.” 

An independent laboratory is one which is inde- 
pendent both of the attending or consulting physican’s 
office and of a hospital which is participating in the 
program as a provider of services. A laboratory which 
is part of a nonparticipating hospital is considered 
to be an independent laboratory. The laboratory which 
a physician or group of physicians maintains for per- 
forming diagnostic tests in connection with his or their 
own practice would not be considered an “independent 
laboratory.” An out-of-hospital laboratory is ordi- 
narily presumed to be independent unless there is writ- 
ten evidence establishing that it is operated by or under 
the supervision of a participating hospital or its or- 
ganized medical staff. A laboratory operated on the 
hospital’s premises is ordinarily presumed to be op- 
erated by or under the supervision of the hospital or its 
organized medical staff, and therefore not an independ- 
ent laboratory. 

A clinical laboratory is a laboratory where micro- 
diological, serological, chemical, hemotalogical, bio- 
shysical, cytological, immunohematological or patho- 
ogical examinations are performed on materials de- 
rived from the human body, to provide information for 
he diagnosis, prevention or treatment of a disease or 
assessment of a medical condition. 

B. Diagnostic services furnished a hospital in- 
patient under arrangements with the laboratory 
of another participating hospital are reimbursable 


on a cost basis under Part A to the hospital obtaining 
the services. 


NOTE: Where a hospital obtains diagnostic labo- 
ratory services for inpatients under arrangements 
described in § 210.5A or § 210.5B, the cost to the hos- 
pital obtaining the services would be the reasonable 
charge for the laboratory’s service. 


210.6 Services of Interns or Residents-in- 
Training.—Hospital insurance covers the rea- 
sonable cost of the services of interns or resi- 
dents-in-training under a teaching program ap- 
proved by the Council on Medical Education of the 
American Medical Association or, in the case of an 
osteopathic hospital, approved by the Committee on 
Hospitals of the Bureau of Professional Education of 
the American Osteopathic Association. 

In the case of services of interns or residents-in- 
training in the field of dentistry in a hospital or osteo- 
pathic hospital, the teaching program must have the 
approval of the Council on Dental Education of the 
American Dental Association. 

See § 240.1 for coverage of services of hospital in- 

terns and residents under medical insurance. 
210.7 Inpatient Services in Connection With 
Dental Services.—When a patient is hospitalized for 
a dental procedure and the dentist’s service is covered 
under Part B, the inpatient hospital services furnished 
during the stay are covered under Part A. For ex- 
ample, both the professional services of the dentist and 
the inpatient hospital expenses are covered when the 
dentist reduces a jaw fracture of an individual who is 
an inpatient of a participating hospital. See also 
§§ 245, 260.12, and 274. 

Where a patient is hospitalized solely for non- 
covered dental treatment (§ 260.12) neither the pro- 
fessional services of the dentist nor the inpatient hos- 
pital services are covered. 

If a patient is hospitalized for a noncovered dental 
procedure, but the hospitalization is required to assure 
proper medical management, control, or treatment of a 
nondental impairment, the inpatient hospital services 
are covered. An example is a patient with a history 
of repeated heart attacks who must have all of his teeth 
extracted. Include an explanation when the bill is sub- 
mitted. In these cases all ancillary services furnished 
by the hospital, such as x-rays, administration of 
anesthesia, use of the operating room, etc., are covered. 
See § 274 for required certification. 

Regardless of whether the inpatient hospital services 
are covered, the medical services of physicians fur- 
nished in connection with noncovered dental services, 
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are not covered. Thus, the services of an anesthesiol- 
ogist, radiologist, or pathologist whose services are per- 
formed in connection with the care, treatment, filling, 
removal, or replacement of teeth or structures directly 
supporting teeth are not covered. 


Duration of Covered Inpatient 
Services 


215. SPELL OF ILLNESS DEFINED 


A spell of illness is a period of consecutive days that 
begins with the first day (not included in a previous 
spell of illness) on which a patient is furnished inpa- 
tient hospital or extended care services by a qualified 
provider in a month for which the patient is entitled 
to hospital insurance benefits. A qualified provider is 
a hospital (including a psychiatric or tuberculosis hos- 
pital) or extended care facility that has been certified 
as meeting all the requirements of the definition of such 
an institution. A hospital which meets the require- 
ments in § 202 is a qualified hospital for purposes of 
beginning a spell of illness when it furnishes the patient 
covered inpatient emergency services. Thus, gen- 
erally, the spell of illness begins when covered in- 
patient services are initially furnished to an en- 
titled individual. 

If a person is in a nonqualified institution on the 
first day of his entitlement under Part A and is subse- 
quently transferred to a qualified hospital (general, 
psychiatric, or tuberculosis) , his spell of illness begins 
on admission to the qualified hospital. 

Admission to a qualified extended care facility will 
begin a spell of illness even though payment for the 
services cannot be made because the prior hospitaliza- 
tion or transfer requirement has not been met (see 
§ 110.2). 

The spell of illness ends with the close of a period 
of 60 consecutive days during which the patient was 
neither an inpatient of a hospital nor an inpatient of an 
extended care facility. To determine the 60-consecu- 
tive-day period, begin counting with the day on 
which the individual was discharged. Jt is im- 
portant to note that for purposes of continuing 
a spell of illness the hospital or extended care facility in 
whieh the stay occurs need not meet all of the require- 
ments that are necessary for starting a spell of illness. 

Inpatient services will prolong the beneficiary’s 
spell of illness if the hospital meets the initial require- 
ment of the definitions in §§ 200, 203, or 204. That 
is, it is primarily engaged in providing, by or under 
the supervision of physician(s), to inpatients (1) diag- 
nostic and therapeutic services for medical diagnosis, 
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treatment, and care of. injured, disabled, or sick per- 
sons, or rehabilitation services for injured, disabled, 
or sick persons; or, (2) psychiatric services for the 
diagnosis and treatment of mentally ill persons; or 
(3) medical services for the diagnosis and treatment 
of tuberculosis. ’ 

Similarly, inpatient services in an extended care 
facility will prolong a beneficiary’s spell of illness if 
the facility (including one primarily for the care and 
treatment of mental diseases or tuberculosis) meets at 
least the requirement that it is primarily engaged in 
providing to inpatients skilled nursing care and related 
services for patients who require medical or nursing 
care, or rehabilitation services for injured, disabled, or 
sick persons. 

An individual may be discharged from and readmit- 
ted to a hospital or extended care facility several times 
during a spell of illness and still be in the same spell 
if 60 days have not elapsed. between discharge and 
readmission. The stay need not be for related physi- 
cal or mental conditions. As long as a person continues 
to be entitled to hospital insurance, there is no limit to 
the number of spells of illness he may have. 

Example I: X was born August 9, 1902. On 
July 28, 1967, X entered a participating general hos- 
pital. After he had been in the hospital for 2 weeks, 
X was discharged on August 11, 1967. On his doc- 
tor’s orders X entered a participating nursing home on 
August 15, 1967, and remained there until his dis- 
charge on October 27, 1967. He had no further in- 
patient stays in 1967. 

X’s spell of illness began on August 1, 1967, the 
first day of the month he attained age 65 and was en- 
titled to hospital insurance. The spell of illness ended 


December 25, 1967, the end of the 60-day period be- 


ginning with the date of his last discharge. 
Example 2: Y, over age 65, entered a participating 
general hospital on July 28, 1968, for treatment of a 


‘heart condition. He was discharged on August 11, 


1968. On August 20, 1968, Y entered a nonpartici- 
pating nursing home, which provided primarily 
skilled nursing care and related services. Y remained 
in this facility until his discharge on October 27, 1968. 
On December 25, 1968, Y was again admitted to a par- 
ticipating hospital because of injuries suffered in an 
accident. He was discharged on January 13, 1969, 
and had no further inpatient stays in 1969. 

Y’s spell of illness began on July 28, 1968. His stay 
in the nursing home began less than 60 days after his 
hospital stay and the spell was continued even 
though the stay was not covered. The subsequent hos- 


pital stay began less than 60 days after the nursing 
home stay and continued the spell of illness, al- 
though the condition treated was unrelated to his prior 
stays. The spell ended on March 13, 1969, the end of 
the 60-day period beginning with the day of last 
discharge. 


216. INPATIENT HOSPITAL BENEFIT DAYS 


___ A patient having hospital insurance coverage is 

entitled to have payment made on his behalf for up to 
90 days of covered inpatient hospital services in each 
spell of illness. 
§ 225.) 


216.1 Inpatient Day Defined.—The number of 
days of care charged to a beneficiary for inpatient hos- 
pital services is always in units of full days. A day 
begins at midnight and ends 24 hours later. The 
midnight-to-midnight method is to be used in report- 
ing days of care for beneficiaries, even if the hospital 
uses a different definition of day for statistical or other 
purposes. _ 

A part of a day, including the day of admission, 

counts as a full day. However, the day of discharge, 
or a day on which a patient begins a leave of absence, is 
not counted as a day. (Charges for ancillary services 
on the day of discharge are covered under the reim- 
bursement formula.) If admission and discharge 
occur on the same day, the day is considered a day of 
admission and counts as one inpatient day. (For 
billing when a patient is transferred to another hospital 
before midnight of the day of admission, see § 402.1, 
Item 19, and § 410.1 Item 20.) 
216.2 Late Discharge.—When a patient chooses 
to continue to occupy his hospital accommodations 
beyond the checkout time for personal reasons, the 
hospital may charge the beneficiary for his continued 
stay. Such a stay beyond the checkout time, for the 
‘ comfort or convenience of the patient, is not covered 
under the program and the hospital’s agreement to par- 
ticipate in the program does not preclude it from charg- 
ing the patient. However, it is expected that hospitals 
will not impose late charges on a beneficiary unless he 
has been given reasonable notice (for example, 24 
hours) of his impending discharge. 

Where the patient’s medical condition is the cause 
of the stay past the checkout time (e.g., the patient needs 
further services, is bedridden and awaiting transporta- 
tion to his home or to an extended care facility, or dies 
in the hospital) , the stay beyond the discharge hour is 
covered under the program and the hospital may not 
charge the patient. 


(For coinsurance provision, see 


216.3 Leaves of Absence.—The day on which the 
patient began a leave of absence is treated as a day of 
discharge and is not counted as an inpatient day unless 
he returns to the hospital by midnight of the same day. 
The day the patient returns to the hospital from a leave 
of absence is treated as a day of admission and is 
counted as an inpatient day if he is present at midnight 
of that day. 


216.4 Discharge on First Day of Entitlement or 
Participation.—In the following special situations 
program payment is not made for accommodations on 
the day of discharge, but is made for ancillary services 
provided on that day: (a) Where a patient is admitted 
prior to the first day of his entitlement and is dis- 
charged from a participating hospital on the first day 
of his entitlement; and (b) where a patient in a non- 
covered stay in a nonparticipating hospital is dis- 
charged on the first day the hospital becomes a partici- 
pating hospital. Fora late discharge on such a day, 
the rules in § 216.2 will be followed. Although in these 
situations a day of utilization is not counted, a spell 
of illness begins and any charges for covered services 
are applied against the deductible. 


217. INPATIENT TUBERCULOSIS AND PSY- 
CHIATRIC RESTRICTION 


If an individual is in a participating tuberculosis or 
psychiatric hospital on the first day of his entitlement 
to hospital insurance, the number of inpatient benefit 
days in his first spell of illness is subject to reduction. 
The days (not necessarily consecutive) on which he 
was an inpatient of a psychiatric or tuberculosis hospi- 
tal in the 90-day period immediately before the first day 
of entitlement, must be subtracted from the 90 days of 
inpatient hospital services for which he would other- 
wise be eligible in his first spell of illness. Days spent 
in a general hospital for diagnosis or treatment of 
tuberculosis or a psychiatric condition prior to entitle- 
ment will not reduce the patient’s 90 inpatient benefit 
days in his initial spell of illness. 

When this reduction applies, it applies to all inpatient 
hospital services in the initial spell of illness whether 
received in a tuberculosis or psychiatric hospital, or in 
a general hospital. For example, if a patient in a psy- 
chiatric hospital has no benefit days remaining because 
of this reduction, a subsequent stay in a general hos- 
pital in his initial spell of illness will not be covered. 

See § 225 for the effect of this provision on the co- 
insurance provision. 

217.1 Patient Status on Day of Entitlement.— 
A patient who is in a participating tuberculosis or psy- 
chiatric hospital on the first day of his entitlement is 
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subject to the restriction. The restriction applies to 
patients admitted to or discharged from such a hospital 
on their first day of entitlement, or who begin or end a 
leave of absence on that day. Where only a distinct 
part of an institution is participating as a tuberculosis 
or psychiatric hospital, the provision applies only to 
patients who, on their first day of entitlement, are in- 
patients of that part. 

The provision does not apply to persons who are re- 

ceiving inpatient diagnostic or therapeutic services for 
tuberculosis or a psychiatric condition in a general hos- 
pital on their first day of entitlement. It also does not 
apply to patients who, on that day, are inpatients of a 
tuberculosis or psychiatric institution’s medical-surgi- 
cal facility, if that facility is participating as a general 
hospital (§ 205.2). 
217.2 Institution’s Status in Determining Days 
Deducted.—The status of a tuberculosis or psychiatric 
hospital (or a distinct part of such a hospital) as of the 
individual’s first day of entitlement is controlling in 
determining whether days spent there during the pre- 
ceding 90 days are to be deducted. Thus, deductions 
would be made for days spent in a hospital (or distinct 
part) which was participating as of the individual’s 
first day of entitlement even though it was not partici- 
pating during all or part of the preceding 90 days. 
However, where an institution is not participating as 
of the individual’s first day of entitlement, deductions 
would not be made for days spent in that institution 
during the preceding 90 days, even though the institu- 
tion is later certified for participation as a tuberculosis 
or psychiatric hospital. 

Where a participating tuberculosis or psychiatric 
hospital is a distinct part of an institution, deductions 
are made only for days spent in the wards, floors, 
wings, etc., included in the participating distinct part 
as of the individual’s first day of entitlement, even 
though it was not participating during all or part of the 
preceding 90 days. Deductions are not made for days 
spent in a part of the institution not included in the 
participating distinct part as of the individual’s first 
day of entitlement, e.g., days spent in a custodial sec- 
tion of the institution or days spent in a general medi- 
cal-surgical facility participating as a general hospital. 
217.3. Days of Admission, Discharge, and 
Leave.—In determining the number of days to be de- 
ducted, include days of admission and days on which 
the patient returned from leave of absence. Do not 
count days of discharge, days on which the patient 
began a leave of absence, or days of leave during all 
of which the individual was absent from the hospital. 
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218. INPATIENT PSYCHIATRIC HOSPITAL 
SERVICES—LIFETIME LIMITATION 


Payment may not be made for more than a total of 
190 days of inpatient psychiatric hospital services 
during the patient’s lifetime. The limitation applies 
only to services furnished in a psychiatric hos- 
pital. The period spent in a psychiatric hospital prior 
to entitlement does not count against the patient’s life- 
time limitation, even though preentitlement days may 
have been counted against the 90 days of eligibility in 
the first spell of illness. 


219. INPATIENT SERVICES DAYS COUNTING 
TOWARD MAXIMUMS 


_ Inpatient hospital (including psychiatric and tuber- 
culosis hospital) services count toward the maximum 
number of benefit days payable per spell of illness 
only if— 
A. payment for the services is made, or 
B. payment for the services would be made if 
a request for payment were properly filed and if 
a physician certified that the services were neces- 
sary. Where payment cannot be made because of 
the inpatient deductible or coinsurance require- 
ment, the inpatient days used in satisfying these 
requirements nevertheless count toward the bene- 
ficiary’s maximum inpatient days. a 
Similiary, inpatient psychiatric hospital services 
count toward the 190-day lifetime limitation on in- 
patient psychiatric hospital services only if these con- 
ditions are met. 


Inpatient Deductibles and Coinsurance 


220. DEDUCTIBLE 


The patient is responsible for a deductible amount of 
$40 for inpatient hospital services in each spell of 
illness. This amount is subject to change, but not be- 
fore 1969. _ Each year beginning in 1968, the Secretary 
of Health, Education, and Welfare will determine the 
amount of the deductible for the following year. 

The deductible is satisfied only by charges for 
covered services. Expenses for covered services count 
toward the deductible on an incurred rather than paid 
basis. Expenses incurred in one spell of illness can- 
not be applied toward meeting the deductible in a later 
spell of illness. Expenses incurred in meeting the 
whole blood deductible do not count toward the in- 
patient hospital deductible. 

A reduction in benefit days resulting from confine- 
ment in a tuberculosis or psychiatric hospital on and 
immediately preceding the date of entitlement (see 


§§ 217 f€) does not affect the amount of the deductible 
for which the patient is responsible. The deductible 
amount remains at $40. 

If a patient has not yet met the inpatient deductible 
and both the customary and actual charges for the 
inpatient stay are less than $40, the greater of the two 
will be applied toward the deductible. (See § 210.1D 
for a definition of customary charges.) There may be 
_ some interim reimbursement to the hospital even though 
the patient has not met the deductible. 

Example: The total charge to the patient is $20. 
Customary charge for the services $25. The inter- 
mediary has established a reasonable cost per diem 
rate for the hospital of $39. 

The amount creditable to the patient’s deductible, 
using the customary charge, is $25. The hospital 
shows charges of $25 on its bill to the program. Al- 
though the patient has met only $25 of his $40 deduct- 
ible, the hospital receives an interim payment of $14 
(interim per diem less customary charge). 


222. WHOLE BLOOD DEDUCTIBLE 


A. Whole Blood Defined.—For purposes of the 
whole blood deductible, whole blood is human blood 
from which none of the liquid or cellular components 
have been removed. Components of blood such as 
packed cells, plasma, gamma globulin, etc., are not sub- 
ject to the whole blood deductible. These components 
of whole blood are covered biologicals. (See § 210.3 
for coverage of biologicals.) 

B. Deductible.—Generally, in each spell of illness 
no payment for the first 3 pints of whole blood may be 
made under the program. (See C below for the excep- 
tion for such blood furnished by an independent blood 
bank.) After the 3-pint deductible has been satisfied, 
the program pays the hospital’s blood costs whether 
the blood comes from the hospital’s own blood bank 
or is obtained from an independent blood bank. 

The whole blood deductible applies only to the first 
3 pints of blood furnished in any spell of illness, even 
though more than one provider furnishes blood. This 
deductible is in addition to any other applicable deduct- 
ible and coinsurance amounts for which the patient is 
responsible. 

Example: In the same spell of illness, an individual 
was an inpatient in hospital X and then in hospital Y. 
He received 2 pints of whole blood in hospital X and 
4 pints in hospital Y.. The whole blood deductible ap- 
plies to the 2 pints furnished by hospital X and 1 of the 
pints furnished by hospital Y. 

The patient may be charged for any of the first 3 pints 
of whole blood which is not replaced. The hospital can- 


not charge the patient for any of the first 3 pints of 
blood which is replaced on a pint-for-pint basis. In 
billing the program, the hospital shows the charge for 
all unreplaced pints of blood. When program reim- 
bursement is computed, the cost of all unreplaced 
blood will be reduced by the amount the hospital 
charged for deductible pints that were not replaced. 
Thus, when the charge to the patient for any of the first 
3 pints not replaced exceeds the cost of the blood, pro- 
gram payment to the hospital will be reduced by the 
difference. 

Example: A hospital furnished 100 pints of blood 
which were not replaced and for which the charge was 
$15 per pint. 80 pints were covered pints and 20 pints 
were deductible pints for which beneficiaries were 
charged. On audit the cost of blood was determined 
to be $10 per pint. The program reimbursement to the 
hospital is $700 (the cost of all unreplaced blood, 
$1,000, less the charges to beneficiaries for deductible 
pints not replaced, $300). 

The deductible involves only the cost of the blood 
itself. Costs incurred by the hospital in administer- 
ing, storing, and processing whole blood are not part 
of the whole blood deductible. These costs are covered 
by the hospital insurance program whether or not the 
blood is replaced. 

Example: A patient during his first stay in a spell 
of illness receives 5 pints of whole blood from the hos- 
pital’s own blood bank. Relatives donate 3 pints on 
the patient’s behalf. The patient may not be charged 
for whole blood since he replaced the first 3 pints he 
received. The cost of the 2 pints not replaced and the 
hospital’s cost in administering all of the blood to the 
patient, in taking the blood from the donors, and in 
processing the blood are reimbursable under Part A. 

Some hospitals customarily require replacement of 
blood in an amount greater than that furnished the 
patient. For example, a nonbeneficiary patient, fur- 
nished 3 pints of blood, is subject to a charge unless he 
arranges to replace 4 pints. Such a hospital is free to 
persuade a beneficiary to arrange for donation of more 
blood than was furnished to him. However, the hos- 
pital may not charge a beneficiary who fails to comply 
with such a request if he has replaced on a pint-for-pint 
basis each of the first 3 pints he received. 

Where more blood is donated on behalf of a patient 
than is required for full replacement on a pint-for-pint 
basis, the value of the excess blood is not deducted 
from the amount payable to the hospital under Part A. 
However, such donations would tend to reduce the 
cost of blood to the hospital. 
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C. Provisions Applicable to Blood from Inde- 
pendent Blood Banks.—Where (1) a provider has 
furnished any of the first 3 pints of blood received by 
an individual under Part A during a spell of illness, 
and (2) this blood was obtained by the provider from 
an independent blood bank, and (3) the blood was re- 
placed at least pint-for-pint on behalf of the individ- 
ual, the program will pay the hospital its net cost for 
such blood. The hospital’s net cost for such blood is 
the net charge of the blood bank after credit for re- 
placement. 

Payment by the program to the hospital for any of 
the deductible pints which the patient has replaced on 
a pint-for-pint basis may not exceed two-thirds of the 
amount the blood bank would have charged for those 
pints had they not been replaced. The program will 
not pay any of the blood bank’s charge to the hospital 
for any of the first 3 pints not replaced. 

If the hospital’s charge to the patient for any of the 
first 3 pints not replaced exceeds the blood bank’s 
charge to the hospital for the blood, program payment 
to the hospital will be reduced by the difference. 

Example 1: A hospital obtains its whole blood from 
an independent blood bank which charges $20 per pint 
with a rebate of $10 for each pint replaced. Three 
pints of blood are furnished by the hospital to a patient 
who has met no part of the whole blood deductible. 
His relatives donate 2 pints of blood. The hospital 
may charge the patient $20 for the pint of blood not re- 
placed. The hospital will bill the program for $20 
as its net cost for the 2 pints replaced. 

Example 2: Same facts as Example 1 except that 
the patient’s relatives donate 4 pints of blood. The 
patient’s deductible is satisfied in this case and he is 
not responsible for any whole blood charges. The 
hospital’s net cost for the blood furnished the patient 
is again $20. (Blood bank charges for 3 pints—$60, 
less bank’s rebate for 4 pints donated—$40.) 

D. Volunteer Blood Banks.—When blood is 
furnished by a volunteer blood bank at no charge to 
the hospital, it will be considered as replaced blood for 
purposes of meeting the whole blood deductible. 

If the blood bank makes a service charge which ap- 
plies whether or not the blood is replaced, this charge 
will be considered a covered hospital cost. However, 
where the service charge is made only for unreplaced 
blood, the charge applicable to deductible pints not re- 
placed will be the responsibility of the patient as a 
charge for blood. 
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225. COINSURANCE 


The patient is responsible for a coinsurance amount, 
initially $10 (one-fourth of the inpatient hospital de- 
ductible) , for each day after the 60th day and through 
the 90th day of inpatient hospital services furnished 
during a spell of illness. 

Where the actual charge to the patient is less than 
$10 per day, the coinsurance is the actual charge per 
day. In billing both the patient and the program, the 
coinsurance amount is the same. 

When preentitlement days of hospitalization in a 
tuberculosis or psychiatric hospital are counted toward 
the 90-day limit on inpatient hospital days in the initial 
spell of illness (see § 217), these preentitlement days 
are charged first against coinsurance days. 

Example: An individual was an inpatient of a 
tuberculosis hospital on 15 days (counting days of ad- 
mission but not days of discharge) of the 90 days prior 
to October 1, 1966, the date he became entitled to hos- 
pital insurance. He was an inpatient of this hospital 
on October 1, 1966, and continued to be hospitalized. 
Although he was not entitled to benefits prior to Octo- 
ber 1, the 15 days of hospitalization prior to entitlement 
count toward the 90-day limit on inpatient services for 
the spell of illness beginning October 1, 1966. Follow- 
ing the rule stated above, the 30 coinsurance days avail- 
able were reduced by 15, while, in this case, full benefit 
days were unaffected. His responsibility for the $10 
per day coinsurance began November 30, 1966, which 
is the 61st day in the spell of illness begun on October 1, 
1966. He then had only 15 days remaining in that 
spell of illness for which payment could be made for 
inpatient hospital services, and to which the coinsur- 
ance amount would apply. 


Outpatient Hospital Services 


230. OUTPATIENT HOSPITAL SERVICES— 
GENERAL 


A hospital outpatient is a person who has not been 
admitted by the hospital as an inpatient and who is 
not lodged in the hospital while receiving outpatient 
hospital services. (For definition of “inpatient,” see 
§ 210.) 

Where a hospital uses the category “day patient,” 
i.e., an individual who receives hospital services during 
the day and is not expected to be lodged in the hospital 
at midnight, the individual is classified as an outpatient. 
For billing of outpatient services furnished before ad- 
mission as an inpatient see § 400. 

Hospitals provide two distinct types of services to 
outpatients, namely (1) services that are diagnostic in 


nature, and (2) other services which aid the physician 
in the treatment of his patient. The outpatient hospital 
diagnostic services are covered under Part A. All 
other hospital services provided on an outpatient basis 
which are incident to physicians’ services rendered to 
outpatients are covered under Part B. The hospital is 
reimbursed for both types of services on a reasonable 
cost basis. 

230.1 Rules for Distinguishing Outpatient 
Hospital Services.—Outpatient hospital services cov- 
ered under Parts A and B must be separately identi- 
fied. However, since a patient may receive services 
covered under both Parts A and B during a single visit 
to the outpatient department, questions may arise about 
how to classify a particular service. 

If the physician designates certain services as being 
for diagnostic purposes and separates them from serv- 
ices that are not diagnostic, the hospital may accept 
these designations. Normally, however, the physician 
does not separate the services and need not be asked 
to do so. Where such a separation of services is not 
made, hospital and intermediary personnel should use 
the following rules in deciding how to allocate services 
to Parts A and B: 

A. Any diagnostic laboratory test or other indentifi- 
able diagnostic test furnished by the hospital (or under 
arrangements as described in § 232) and normally iden- 
tified as such for billing purposes, will be billed to Part 
A. Any services which can be billed to Part A 
under this rule must be so billed. (Outpatient 
diagnostic services are described in §§ 232 ff. and cov- 
erage under Part A and Part B in §§ 236 and 240.2.) 

B. All other clinic services and emergency services 
(even though they may contain some diagnostic impli- 
cations but are not normally identified as diagnostic 
services) will be billed to Part B. (Other outpatient 
hospital services are described in § 234, and in greater 
detail in §§ 240 ff.) 


232. OUTPATIENT DIAGNOSTIC SERVICES 


A service may be regarded as “diagnostic” if it is an 
examination or procedure to which the patient is sub- 
jected, or which is performed on materials derived from 
the patient, to obtain information to aid in the assess- 
ment of a medical condition or the identification of a 
disease. Among these examinations and tests are diag- 
nostic laboratory services such as hematology and 
chemistry, diagnostic x-rays, isotope studies, EKG’s, 
pulmonary function studies, thyroid function tests, psy- 
chological tests and other tests given to determine the 
nature and severity of an ailment or injury. 


When furnished by the hospital, diagnostic services, 
including the services of nurses, psychologists, physi- 
cal therapists, and technicians, and the use of supplies 
and equipment are covered under Part A. When a 
hospital sends hospital personnel and hospital equip- 
ment to a patient’s home to furnish a diagnostic service, 
the service is covered under Part A as if the patient 
had received the service in the hospital outpatient 
department. 

Hospital personnel may provide diagnostic services 
outside the hospital premises without the direct personal 
For example, if a hospital 
laboratory technician is sent by the hospital to a pa- 
tient’s home to obtain a blood sample for testing in 
the hospital’s laboratory, the technician’s services 
would be a covered hospital service under Part A re- 


supervision of a physician. 


gardless of the fact that a physician was not with the 
technician. (See § 240.2.A for coverage under Part 
B of therapeutic services furnished outside the hospital 
premises. ) 

Where the hospital makes arrangements with others 
for diagnostic services, such services are covered under 
Part A only if they are provided (1) in the hospital 
(e.g., through lease agreement), or (2) by another 
facility operated by or under the supervision of the 
hospital or its medical staff. Where the hospital bills 
for diagnostic services provided by qualified facilities 
which do not meet these requirements, payment can be 
made to the hospital under Part B subject to the con- 
ditions in § 232.2 and § 232.3 below. 


232.1 Types of ‘Arrangements.”—Hospitals 
currently maintain a variety of relationships with other 
laboratories for the purpose of supplementing their own 
facilities in providing diagnostic laboratory services 
to their patients. Some hospitals rely routinely on 
independent laboratories; some obtain their services 
only occasionally. 

232.2 Diagnostic Services Obtained from “In- 
dependent”? Laboratories.—Where a hospital ob- 
tains laboratory services for its outpatients under ar- 
rangements with an independent laboratory, reimburse- 
ment will be made to the hospital on a cost basis under 
the provisions of Part B. The laboratory must meet 
the requirements in § 210.5A. 

232.3 Diagnostic Services Obtained Under Ar- 
rangements With Another Hospital’s Labora- 
tory.—Diagnostic laboratory services obtained for a 
hospital outpatient under arrangements with the labo- 
ratory of another participating hospital are reimburs- 
able to the first hospital on a cost basis under Part B; 
ie., the services were furnished in a facility not op- 
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erated by or under the supervision of the first hospital 
or its organized medical staff. 


NOTE: Where a hospital obtains diagnostic labo- 
ratory services for outpatients under arrangements 
described in § 232.2 or § 232.3, the “cost” to the 
hospital which obtains the services is the reasonable 
charge by the laboratory. 


234. OTHER OUTPATIENT HOSPITAL SERV- 
ICES WHICH AID THE PHYSICIAN 


The services, other than diagnostic services, which 
hospitals provide on an outpatient basis generally re- 
late to the services that aid the physician in the treat- 
ment of his patients. Such services, which include 
clinic services and emergency services, are covered un- 
der Part B. 

Special items and services which are covered when 
furnished during a visit to the clinic include, for ex- 
ample, the services of nurses, psychologists, and tech- 
nicians; use of emergency room; medical supplies such 
as gauze, dressings, oxygen, ointments, splints, braces, 
and other supplies used by the physician in treating the 
patient; drugs and biologicals which cannot be self- 
administered; radiology treatments; and special ther- 
apy treatments. See also § 240.1. 


Outpatient Hospital Diagnostic Services 
Under Hospital Insurance 


236. COVERED OUTPATIENT DIAGNOSTIC 
SERVICES 


A patient with hospital insurance coverage is en- 
titled to have payment made for outpatient hospital 
diagnostic services. (Outpatient diagnostic services 
are on a 20-day diagnostic study basis and are not re- 
lated to a spell of illness.) These services include: 

A. Diagnostic tests and related services to the 
extent they would be covered if performed on an in- 
patient basis; 

B. Drugs and biologicals necessary for diag- 
nostic study (see § 210.3 for definition of drugs and 
biologicals) ; 

C. The services rendered in connection with a di- 
agnostic study by an intern or resident-in-training 
in an approved teaching program (if not under an ap- 
proved teaching programs, see § 240.1C) ; 

D. Other services and supplies if customarily fur- 
nished to outpatients for purposes of diagnostic studies. 

If the beneficiary has coverage only under the med- 
ical insurance plan, payment for diagnostic services 
can be made under Part B. (See § 240.2 for Part B 


diagnostic services. ) 
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236.1 Outpatient Hospital Diagnostic Study — 
Period.—A diagnostic study is a period of 20 con- — 
secutive days beginning with the first day on which 
the patient is furnished outpatient hospital diagnostic 
services. The diagnostic services furnished during a 
single study must be furnished by (or under arrange- 
ments made by) the same hospital. - 

A subsequent study may not begin in (or under 
arrangements made by) the same hospital until the 
prior study has been completed. However, two or 
more studies may be conducted at the same time in dif- 
ferent hospitals. 

The study ends after 20 days regardless of the 
number of days on which diagnostic services were 
actually furnished. Diagnostic services which con- 
tinue beyond 20 days are considered to be in a new 
study period and must be separately billed. 

236.2 Deductible for Outpatient Hospital Di- 
agnostic Services.—The deductible for outpatient 
hospital diagnostic services for each 20-day diagnostic 
study period is $20 (i.e., one-half of the inpatient hos- 
pital deductible). 
an incurred Part B expense for individuals having 
(See §§ 245-248 for 


explanation of supplementary medical insurance in- 


This deductible amount counts as 
medical insurance coverage. 


curred expenses, deductible, coinsurance, and relation 
to the Part A outpatient diagnostic deductible.) 
236.3 Coinsurance for Outpatient Hospital 
Diagnostic Services.—After satisfying the deductible, 
the patient is responsible for a coinsurance amount 
equal to 20 percent of the reasonable or the customary 
charges, whichever is less, for the diagnostic services 
rendered during the diagnostic study. 


Hospital Services Covered Under Supple- 
mentary Medical Insurance 


240. COVERAGE OF HOSPITAL SERVICES 
UNDER SUPPLEMENTARY MEDICAL 
INSURANCE—GENERAL 


The supplementary medical insurance program pro- 
vides payment for physicians’ services and certain other _ 
specified health services and supplies unless such 
services or supplies would otherwise constitute in- 
patient hospital services, extended care services, or 
For example, Part B payment 
may not be made to a hospital for diagnostic x-rays, 


home health services. 


laboratory services, x-ray therapy, or other services 
furnished to inpatients (see § 240.1A for an exception 
for interns and residents) . 


This is true even when no Part A benefit is payable, 
.e., the inpatient has exhausted his 90 days of 
coverage in a spell of illness; the services do not 
meet the special requirements for coverage in a psychi- 
atric or tuberculosis hospital; or the hospital is not 
participating. 

The only medical services and supplies furnished by 
a hospital for which payment may be made under 
Part B are those discussed in §§ 240.1 to 240.4. 


240.1 Services of Interns and Residents.— 
Services performed by interns and residents—includ- 
ing physicians employed by a hospital who are author- 
ized to practice only in a hospital setting—are reim- 
bursable to the hospital on a reasonable cost basis even 
though the intern or resident is also a licensed physician. 
Services of interns and residents covered under Part B 
include: 

A. The medical and surgical services performed for 
hospital inpatients by interns and residents who are 
not under approved teaching programs; 

B. The diagnostic medical and surgical services 
performed in hospital outpatient departments by interns 
and residents not under an approved teaching program; 

C. The medical and surgical services (other than 
diagnostic services) performed in hospital outpatient 
departments by interns and residents regardless of 
whether they are under an approved teaching program. 

See § 210.6 (inpatient hospital) and § 236C (out- 

patient hospital diagnostic) for description of cover- 
age under Part A of other services which interns and 
residents-in-training perform. 
240.2 Hospital Services and Supplies Incident 
to Physicians’ Services.—Payment may be made 
under the supplementary medical insurance plan for 
hospital services and supplies (including drugs and 
biologicals which cannot be self-administered) which 
are incident to physicians’ services rendered to out- 
patients (see § 245 for definition of physician). 

A. Hospital Services Incident to Physicians’ 
Services.—All services provided by the hospital in 
connection with the physician’s diagnosis or treatment 
of outpatients are covered under Part B as incident to 
physicians’ services (unless otherwise specifically ex- 
cluded). This includes the use of the hospital’s facili- 
ties, and the services of nurses, nonphysician anesthe- 
tists, psychologists, technicians, therapists (including 
physical therapists), and other aides. 
requirement that the physician who orders the hospital 
services be directly connected with the department 
which provides the services. When such hospital serv- 
ices are diagnostic, they are covered under Part A 


There is no 


(see § 232’) ; all other services are covered under 
Part B. 

If hospital personnel provide therapeutic services 
outside the hospital premises, the services are covered 
under Part B as incident to physicians’ services only if 
there is direct personal supervision by a physician. For 
example, if a hospital therapist goes to a patient’s home 
to give treatment and no physician accompanies him, 
(Such a 
service would be covered as a home health service if 
provided as part of a home health plan under arrange- 
ments with a home health agency.) 

See § 232 for coverage under Part A of outpatient 
diagnostic services furnished outside the hospital. 

Generally, the only services provided in the out- 
patient department of a hospital which are not covered 
under Part B as incident to physicians’ services (aside 
from diagnostic services covered under Part A) are 
those which do not require participation by hospital 
personnel acting under specific order by a physician. 
For example, a hospital may make certain equipment, 
such as an intermittent positive pressure breathing ma- 


the therapist’s services would not be covered. 


chine or exercise equipment, available to the patient 
who is able to use it without assistance or instruction. 

B. Hospital Supplies Incident to Physicians’ 
Services.—All supplies provided by the hospital which 
are necessary and incident to physicians’ services ren- 
dered to hospital outpatients are covered under Part B, 
e.g., oxygen, surgical supplies, dressings, and splints, 
casts, and other devices used for reduction of fractures 
and dislocations. The following are some additional 
examples of hospital supplies which are incident to phy- 
sicians’ services: 

1. Drugs and biologicals of the type which cannot 
be self-administered are covered under Part B when 
furnished to outpatients as incident to physicians’ serv- 
ices. Generally, they are limited to those administered 
by injection, including those required on a continuing 
basis, such as for pernicious anemia or arthritis. How- 
ever, if the injection is of the type commonly self- 
administered, such as insulin injections, the drug or 
biological is excluded unless administered to the patient 
in an emergency situation. (For definitions of drugs 
and biologicals and combination drugs, see § 210.3.) 

Whole blood administered to outpatients is covered 
under Part B as a biological which cannot be self- 
administered. Reimbursement is not subject to the 
whole blood deductible (see § 222). 

Payment may not be made under either Part A or 
Part B for immunizations, i.e., vaccination or inocula- 


tion against diseases such as smallpox, polio, diptheria, 
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etc. “Immunization” for this purpose, however, does 
not include a vaccination or inoculation related to the 
treatment of a particular injury or direct exposure, e.g., 
antirabies treatment, tetanus antitoxin or booster vac- 
cine, botulin antitoxin, antivenin sera, or immune glob- 
ulin. When furnished under these circumstances to a 
hospital outpatient as an incident to a physician’s serv- 
ice, the vaccination or inoculation is covered under 
Part B. 

2. Prosthetic devices (other than dental) which 
replace all or part of an internal body organ (includ- 
ing contiguous tissue) and replacements or repairs for 
such devices are covered. For example, dialysis equip- 
ment used in the treatment of renal failure is covered 
under Part B as a prosthetic device which replaces the 
function of a kidney. The term “internal body organ” 
includes the lens of an eye and all or part of an ear or 
nose. Prostheses replacing the lens of an eye include 
postsurgical lenses customarily used during conva- 
lescence from eye surgery in which the lens of the 
eye was removed. In addition, permanent lenses re- 
quired by an individual lacking the organic lens of the 
eye, whether by surgical removal or congenital ab- 
sence, are also covered. 

3. Leg, arm, back, and neck braces, trusses, 
and artificial legs, arms and eyes.—These appli- 
ances are covered under Part B when furnished incident 
to physicians’ services or on a physician’s order. A 
brace includes rigid and semirigid devices which are 
used for the purpose of supporting a weak or deformed 
body member or restricting or eliminating motion in a 
diseased or injured part of the body. Back braces in- 
clude, but are not limited to, special corsets, sacroiliac, 
sacrolumbar, dorsolumbar corsets and belts. -A ter- 
minal device (e.g., hand or hook) is covered when an 
artificial arm is required by the patient. 

Purchase of the initial artificial limb or other ap- 
pliance, or replacement of it when worn out or unre- 
pairable is covered. The replacement of usable appli- 
ances or artificial limbs required because of a change 
in the patient’s physical condition is also covered when 
supplied on a physician’s order. Repairs to and adjust- 
ments of such appliances are also covered even when the 
appliance had been in use before the user enrolled in the 
supplementary medical insurance program. 

240.3. Use of Durable Medical Equipment.— 
Durable medical equipment is equipment which can 
withstand repeated use and which generally does not 
have a value to the patient in the absence of an illness 
or injury. It includes such items as iron lungs, oxygen 
tents, oxygen regulators, intermittent positive pressure 
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breathing machines, hospital beds, wheelchairs, and 
other ambulation devices such as crutches and walk- 
ers. It must be for use in the patient’s home or in a 
place used as his home. 

In the rare situation where hospitals may furnish dur- 
able medical equipment to a beneficiary for use in his 
home, the use of the equipment would be an allowable 
hospital cost, e.g., depreciation, administrative costs 
involved, etc. 

Reimbursement cannot be made to a beneficiary for 
the purchase of durable medical equipment. 

When oxygen is essential for the effective use of the 
hospital’s durable medical equipment in the patient’s 
home, the oxygen and its container are covered. Oxy- 
gen used with equipment owned by the beneficiary is 
not covered. Oxygen and its container used inde- 
pendently of durable medical equipment is covered only 
as a medical supply, and therefore, only when furnished 
incident to a physician’s professional service. Medica- 
tions used with durable medical equipment are not 
covered. . 


240.4 Ambulance Service.—Ambulance service is 
covered only under Part B. The cost of oxygen and 
its administration furnished in connection with and 
as part of the ambulance service is also covered. (See 
§ 280 for the required certification for ambulance 
service. ) 

An ambulance is a specially designed or equipped 
automobile or other vehicle (in some areas of the 
United States this might be a boat or plane) for trans- 
porting the sick or injured. It must have customary 
patient care equipment including a stretcher, clean 
linens, first aid supplies, oxygen equipment, and any 
safety and lifesaving equipment required by State or 
local authorities. 

Personnel whose duties involve the care or handling 
of the patient while providing ambulance service must 
have adequate training in the application of first aid, 
i.e., training which is at least equivalent to the training 
provided by the standard and advanced Red Cross 
first aid courses. The driver does not have to meet the 
first aid training requirement if there is at least one 
other person assigned to the ambulance who has had the 
required training. Training “equivalent” to the stand- 
ard and advanced Red Cross first aid training courses 





includes ambulance service training and experience 
acquired in military service, successful completion by 
the individual of a comparable first aid course furn- 
ished by or under the sponsorship of State or local 
authorities, an educational institution, a fire depart- 
ment, a hospital, a professional organization, or other 


such qualified organization. On-the-job training in- 
volving the administration of first aid under the super- 
vision of or in conjunction with trained first aid per- 
sonnel for a period of time sufficient to assure the 
trainee’s proficiency in handling the wide range of 
patient care services that may have to be performed by 
a qualified attendant can also be considered as “equiva- 
lent training.” 

A. For coverage of ambulance services each of 
the following three conditions must be met: 

1. The vehicle used to provide the ambulance serv- 
ice and the ambulance personnel whose duties involve 
care of the patient meet the requirements specified 
above. 

2. Ambulance service is covered only where the 
use of any other method of transportation is medically 
contraindicated by the patient’s condition. (In any 
case in which some means of transportation other than 
an ambulance could be used without endangering the 
individual’s health, whether or not such other trans- 
portation is actually available, no payment may be made 
for ambulance service. ) 

3. The patient must have been transported to the 
nearest hospital with appropriate facilities or to one in 
the same locality, and under similar restrictions, 
from one hospital to another, or to an extended care 
facility. The patient may, likewise, be transported 
from one of these institutions to his home (or place of 
residence) if his home is within the locality of the 
institution. 

The requirement that a patient be transported to the 
nearest hospital with appropriate facilities or to 
one in the same locality as that hospital (and under 
similar restrictions from one hospital to another, to 
the patient’s home, or to an extended care facility) is 
intended to provide coverage of essential ambulance 
service, without imposing an arbitrary “mileage” lim- 
itation. It is not contemplated, however, that pay- 
ment would be made for ambulance services that in- 
volve transporting the patient beyond the locality even 
if the patient is transported to a participating hospital 
or extended care facility. The term locality, with re- 
spect to ambulance service, means the service area in the 
geographic territory surrounding the institution from 
which individuals normally come or are expected to 
come for medical services. 

The term appropriate facilities means that the 
institution has available the services, supplies, and 
staff necessary to provide the medical care called for 
by the patient’s injury or illness. The fact that a 
more distant institution is better equipped, either 


qualitatively or quantitatively, to care for the patient 
does not warrant a finding that a closer institution does 
not have “appropriate facilities.” However, a patient 
need not necessarily be taken to the nearest hospital or 
facility with appropriate facilities; he can be taken to 
another hospital or facility in the same locality. 

B. Transportation by ambulance to a hospital 
to obtain home health services not available to the 
individual in his home is covered as a Part B service 
only if the three conditions in A above are met. Such 
transportation is not covered as a home health service. 


Supplementary Medical Insurance— 
Deductible and Coinsurance 


245. INCURRED EXPENSES 


The supplementary medical insurance plan (Part B) 
includes coverage for expenses incurred in connection 
with: 

1. Physician services, including surgery, consulta- 
tion, and home, office, and institutional calls. 

Physician means a doctor of medicine or osteopathy 
(including osteopathic practitioner) legally authorized 
to practice by a State in which he performs this 
function. 

A doctor of dental surgery or dental medicine with 
State authorization to practice is also a physician but 
only for surgery related to the jaw or any structure 
contiguous to the jaw, or the reduction of a fracture 
of the jaw or any facial bone. The coverage or exclu- 
sion of any given dental service is determined by the 
nature of the service, and not whether it was furnished 
by a dentist or a doctor of medicine. (See $§ 210.7 
and 260.12 for additional information on covered and 
excluded dental services. ) 

The services performed by physicians within these 
definitions are subject to any limitations imposed by 
the State on the scope of practice. 

Regardless of the actual expenses for physician serv- 
ices incurred in the treatment of mental, psychoneu- 
rotic, or personality disorders of persons who are not 
inpatients of hospitals, the amount of such expenses 
that can be counted in a calendar year is limited to the 
lesser of $312.50 or 62.5 percent of the actual expenses. 
This limitation does not apply to provider services 
furnished in connection with the treatment of mental, 
psychoneurotic, or personality disorders. 

2. Services and supplies furnished incident to a 
physician’s services of the kinds which are commonly 
furnished in physicians’ offices and are commonly either 
rendered without charge or included in physicians’ 


bills. 
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3. Home health services for up to 100 visits dur- 
ing acalendar year. (These are in addition to the 100 
visits payable under hospital insurance.) 

4. Outpatient diagnostic service deductibles 
imposed under the hospital insurance plan (Part A) 


for diagnostic studies during the calendar year. (See - 


§ 248 for further explanation of the outpatient hospital 
diagnostic deductible as an incurred expense under 
supplementary medical insurance.) 

5. Other medical and health services. 


246. DEDUCTIBLE 


In each calendar year a deductible of $50 must be 
satisfied before payment can be made under the sup- 
plementary medical insurance plan. Under a carry- 
over provision, expenses incurred in the last 3 months 
of the previous year which were applied toward the 
medical insurance deductible for that year, may 
also be applied against the deductible for the current 
year. Except to the extent that the prior year’s ex- 
penses are counted, the deductible is satisfied by the 
initial medical insurance expenses incurred in the cur- 
rent year. 

Bills count toward the deductible on the basis of in- 
curred, rather than paid expenses. Noncovered ex- 
penses do not count toward the deductible. Even 
though an individual is not eligible for the entire calen- 
dar year, i.e., his insurance coverage begins after the 
first month or he dies before the last month of the year, 
he is still subject to the full $50 deductible. Medical 
expenses incurred in the portion of the year preceding 
entitlement to medical insurance may not be credited 
toward the deductible. 


247. COINSURANCE 


After the deductible has been satisfied providers will 
be paid 80 percent of the reasonable costs, and physi- 
cians and other suppliers 80 percent of the reasonable 
charges, incurred during the balance of the calendar 
year. When payment is made on the patient’s behalf, 
the patient is responsible for a coinsurance amount 
equal to 20 percent of the reasonable charges for the 


items and services furnished. 


248. OUTPATIENT HOSPITAL DIAGNOSTIC 
DEDUCTIBLE AS AN INCURRED EX- 
PENSE UNDER THE SUPPLEMENTARY 
MEDICAL INSURANCE PLAN 


The amount of any outpatient hospital diagnostic 
services deductible(s) (§ 236.2) incurred by an indi- 
vidual during the calendar year under hospital insur- 
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ance, is included as an incurred expense under supple- 
mentary medical insurance. It may be used to help 
satisfy the medical insurance deductible, and it is re- 
imbursable under medical insurance if that deductible 
has been satisfied. Payment for this incurred expense, 
or crediting it toward the Part B deductible, is a re- 
sponsibility of the hospital insurance intermediary. 

The outpatient diagnostic deductible is the only 
exception to the rule that payment for services may not 
be made under medical insurance if the patient was 
entitled (except for the deductibles and coinsurance) 
to have payment made for those services under hospital 
insurance. 

A hospital need not charge the full amount of 
the Part A outpatient hospital diagnostic deducti- 
ble if the patient has already satisfied the $50 
Part B deductible. The hospital’s record may 
indicate that the Part B deductible is met, or the 
patient may have a utilization notice (see § 304) 
which shows this. The hospital would charge 
the patient only 20 percent of his total bill for 
the study, and any other outpatient services fur- 
nished. The outpatient diagnostic deductible 
will be considered a medical insurance item and 
the hospital will be reimbursed for 80 percent 
of it under Part B. 

If the hospital collects the full amount of the 
outpatient diagnostic deductible from the patient 
because it is not aware that the Part B deductible 
has been met, the intermediary will reimburse 
the patient for 80 percent of the Part A deducti- 
ble amount he paid. (See § 420 for billing in- 


formation and examples.) 


Hospital-Based Physicians 


255. HOSPITAL-BASED PHYSICIANS’ SERV- 
- ICES 


The medical insurance program covers the reason- 
able charges for physicians’ services rendered to in- 
dividual beneficiaries. (The services of interns and 
residents, however, are reimbursable to the hospital 
on a reasonable cost basis even though the intern or 
resident is a licensed physician.) The charges of 
hospital-based physicians (e.g., those on salary) for 
services directed to the medical care of the individual 
patient, must be specially billed either by the physician 
or by the hospital on his behalf. However billed, re- 
imbursement is made for medical services to individual 
patients on a reasonable charge basis by the supple- 
mentary medical insurance (Part B) intermediary. 


(See § 430 for billing by the hospital for these serv- 
ices. ) 

Hospital-based physicians often perform services 
other than those clearly directed to the medical care of 
individual patients. These may involve teaching, au- 
topsy, and administrative services, and other services 
that benefit the hospital’s patients as a group. Such 
physician services, not directly related to an individ- 
_ ual patient, if compensated, must be considered in com- 
puting reimbursable hospital costs and will be reflected 
in amounts payable to the hospital under Part A for 
such services rendered program beneficiaries. 

Detailed information on reasonable cost and charge 
computation is contained in “Principles of Reimburse- 
ment for Services by Hospital-Based Physicians.” 
These principles establish the criteria for distinguish- 
ing between the services of hospital-based physicians 
which are reimbursable as provider services and those 
services reimbursable as physicians’ services to patients. 

The principles also establish a basis for determin- 
ing the reasonable charges for physicians’ services to 
patients where, under the existing arrangement between 
the hospital and the physician, billings to patients have 
not separately identified charges for these services. 
Where charges for physicians’ services to patients have 
been identified separately, the customary charges for 
physicians’ services have been established and afford 
a basis for determining the reasonable charges for such 
services. 

Finally, the principles establish a basis for ascer- 
taining the customary charges for a physician’s serv- 
ices to patients where, under a previous arrangement 
between the hospital and the physician, these services 
were not separately identified, but this arrangement is 
modified to provide for separate billing. 

The hospital’s Part A intermediary will obtain from 
the hospital information it and the Part B carrier need 
to make payment determinations for the services of 
hospital-based physicians. The Part A intermediary 
is responsible for reviewing and approving the reason- 
ableness of the agreement between hospital and physi- 
cian on the allocation of physician compensation, re- 
ceived from or through the hospital, between (1) the 
portion attributable to provider services, i.e., services 
to the institution and (2) the portion attributable to 
physician services, i.e., identifiable services rendered 
by the physician to individual patients. 

If the hospital and physician fail to agree or if their 
agreement appears unreasonable, the Part A inter- 
mediary and the Part B carrier will jointly assist in 


resolving the issue. The Part B carrier is responsible 


for review and approval, in accordance with the appli- 
cable principles, of the basis for Part B charges for serv- 
ices of hospital-based physicians, i.e., the schedule of 
such charges if the item-by-item method of determina- 
tion is used, or the uniform percentage if the optional 
method of determination is used. 


General Exclusions From Coverage 


260. GENERAL EXCLUSIONS 


No payment can be made under either the hospital 
insurance or supplementary medical insurance pro- 
grams for the following items and services. 


260.1 Items and services which are not reason- 
able and necessary for the diagnosis or treatment of 
illness or injury or to improve the functioning of a 
malformed body member are not covered. Potential 
personal comfort items and services such as massages 
and heat lamp treatments are not covered unless they 
contribute meaningfully to the treatment of an illness 
or injury, or the functioning of a malformed body 
member. 

260.2 Items and Services for Which There is 
No Legal Obligation to Pay.—Free services are ex- 
cluded from coverage, e.g., free chest x-rays provided 
by health organizations. 

This exclusion does not apply if the patient has a 
legal obligation to pay, or some other person or organi- 
zation has a legal obligation to pay for or provide the 
items or services. Thus, benefits for covered items and 
services would be paid by the program even though 
the same services were covered by a prepayment plan or 
health insurance policy. Such a plan may pay money 
toward the cost of services or it may maintain its own 
facilities and professional supporting staff. 

A legal obligation to pay exists even when reimburse- 
ment is expected only to the extent of the patient’s in- 
surance coverage. 

In applying this exclusion the determining factor is 
that there is no legal obligation to pay for the items or 
services, and not merely the fact that the patient is not 
charged because of other considerations. This exclu- 
sion, therefore, does not prohibit program payment for 
services rendered to: 

A. Members of religious orders who are not 
charged because of a vow of poverty ; 

B. Indigents who because of their inability to pay 
are not charged by an institution which customarily 
charges for such services; 

C. The patient whose need for services re- 
sulted from the act or negligence of another who 
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is or may be legally liable for the patient’s medical ex- 
penses. The existence of a third person’s liability does 
not affect the patient’s obligation to pay for the services 
he receives; 

D. Certain residents of homes for the aged.— 
Coverage of health services furnished to a resident of 
a home for the aged depends on the agreement under 
which the services are provided. 

1. The typical relationship between the proprietary 
or profit-making home and the residents is contrac- 
tual. The home agrees to furnish or pay for certain 
services, including specified health services, in return 
for specified payments by the resident. Payment can 
be made under the health insurance program for the 
specified health services received by the resident of 
such a home since the home has a legal obligation to 
pay for or provide the services. Of course, payment 
may also be made for covered services not included 
in the resident’s contract with the home, which he him- 
self has a legal obligation to pay. 

2. Nonprofit homes are generally operated by reli- 
gious or fraternal organizations. The resident is ordi- 
narily required to contribute to the cost of his mainte- 
nance and health care to the extent that he is able. For 
example, the resident is usually required to assign to the 
Where 


this is the case, payment can be made under the pro- 


home assets or income at the time of admission. 


gram for covered services furnished the resident 
whether or not his circumstances permitted him to pay 
anything for his care. 

However, where all services are furnished by the 
home on a purely charitable basis (i.e., no payment 
is accepted from residents regardless of their ability to 
pay), payment could not be made under the health in- 
surance program for items and services furnished by 
the home. In this situation, however, payment could 
be made for services furnished by a source independ- 
ent of the home if that source customarily charges 
for such services. Thus, payment could be made for 
services furnished by a hospital or extended care facil- 
ity to which a resident of the home is sent, or for home 
health services furnished by an agency, or for the 
services of a physician who is not an employee of the 
home. 

3. Certain union homes accept no payment from 
residents regardless of their ability to pay. Payment 
may, nevertheless, be made for services provided by 
such homes where admission to the home and access 
to the services is a matter of right for union members 
who meet the necessary qualifications. 
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4. Homes for Members of Religious Orders. 
Many religious orders maintain homes similar to re- 
tirement homes to care for members who become ill 
or infirm. Since members of the order are under a 
vow of poverty, there is no charge made by the home 
for this care. The order is considered to have an ob- 
ligation to care for its members who have rendered 
lifelong services. Payment may be made for services 
furnished in these homes, whether they are furnished 
by the home itself or by independent sources that cus- 
tomarily charge for their services. 


260.3 Items and services which are paid for by 
a governmental entity other than under a title of the 
Social Security Act, such as a medical assistance pro- 
gram, or under a health benefits or insurance plan 
for employees of the governmental entity are not cov- 
ered. (Payment cannot be made under the health in- 
surance program if the services are paid for by a Na- 
tional Institutes of Health grant or by the Veterans Ad- 
ministration Home Town Care Medical Program. 
However, when the option to have payment made under 
the health insurance program is exercised, the fact of 
eligibility under these other programs does not prevent 
payment under health insurance.) The Secretary of 
Health, Education, and Welfare may specify other ex- 
The Secretary has approved 


payment for covered items and services even though 


ceptions to this exclusion. 


provided free: 

A. If furnished by participating State or local gov- 
ernment-operated hospitals, including psychiatric and 
tuberculosis hospitals which serve the general com- 
munity. Payment may not be made for services in 
hospitals which serve only a special category of the 
population, such as prison hospitals, nor for services 
furnished to prisoners in hospitals serving the general 
community. 

B. If paid for by a State or local governmental entity 
and furnished an individual as a means to control in- 
fectious diseases or to provide for the medically in- 
digent. These services need not be furnished in a hos- 
pital. Payment may be made for items and services 
furnished by a government-operated: home for the in- 
digent aged whether supplied directly by the home or 
purchased by it from independent physicians and hos- 
pitals. Payment may also be made for services fur- 
nished by a participating State-operated Veterans’ 
Home and Hospital, provided the patient would, in the 
absence of program coverage, have been charged for 
the items and services, or he was admitted to the facility 
without charge as an indigent. 


260.4. Items and services which are not pro- 
vided within the United States are not covered 
(except for emergency inpatient hospital services fur- 
nished outside the United States under the conditions 
described in § 202 and payment on behalf of rail- 
road beneficiaries for covered hospital insurance serv- 
ices furnished in Canadian hospitals). The United 
States includes the 50 States, the District of Columbia, 
the Commonwealth of Puerto Rico, the Virgin Islands, 
Guam, and American Samoa. 

260.5 Items and services which are required 
as a result of war, or of an act of war, occurring after 
the effective date of the patient’s current coverage are 
not covered. 


260.6 Personal Comfort Items.—Items which do 
not contribute meaningfully to the treatment of an ill- 
ness or injury or the functioning of a malformed body 
member are not covered. 

Charges for special items requested by the patient 
such as radio, television, telephone, and air conditioner, 
and beauty and barber services are excluded from cov- 
erage. 

Items and services such as heat lamp treatments and 

massages are covered only when ordered by a 
physician. 
260.7 Routine physical checkups; eyeglasses, 
and eye examinations for the purpose of prescribing, 
fitting, or changing eyeglasses; hearing aids and ex- 
aminations for hearing aids; and immunizations 
are not covered. 

Routine physical checkups include (a) examinations 
performed without relationship to treatment or diag- 
nosis of a specific illness, symptom, complaint, or in- 
jury, and (b) examinations required by third parties 
such as insurance companies, business establishments, 
or Government agencies. 

The exclusions apply to eyeglasses or contact lenses, 
and eye examinations for the purpose of prescribing, 
fitting, or changing eyeglasses or contact lenses for 
refractive errors. The exclusions do not apply to serv- 
ices performed in conjunction with an eye disease such 
as glaucoma or cataracts, nor to postsurgical prosthetic 
lenses which are customarily used during convalescence 
from eye surgery in which the lens of the eye was re- 
moved, nor to the permanent prosthetic lenses required 
by an individual lacking the organic lens of the eye, 
whether by surgical removal or congenital absence. 
Such prosthetic lens is a replacement for an internal 

body organ—the lens of the eye. (§ 240.2B2.) 

Vaccinations or inoculations are excluded as 
munizations” unless they are directly related to the 


“Im- 
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treatment of an injury or direct exposure such as anti- 
rabies treatment, tetanus antitoxin or booster vaccine, 
botulin antitoxin, antivenin sera, or immune globulin. 


260.8 Orthopedic Shoes or Other Supportive 
Devices for the Feet.—The exclusion of orthopedic 
shoes does not apply to such a shoe if it is an integral 
part of a leg brace. 


260.9 Custodial Care.—The custodial care exclu- 
sion precludes payment for that type of care, wherever 
furnished, which is designed essentially to assist the 
individual in meeting his activities of daily living—i.e., 
services which constitute personal care such as help in 
walking and getting in or out of bed, assistance in 
bathing, dressing, feeding, and using the toilet, prepara- 
tion of special diets, and supervision over medication 
which can usually be self-administered—and which 
does not entail or require the continuing attention of 
trained medical or paramedical personnel. 


260.10 Cosmetic surgery or expenses incurred 
in connection with such surgery are not covered. 
Cosmetic surgery includes any surgical procedure di- 
rected at improving appearance, except when required 
for the prompt (i.e., as soon as medically feasible) re- 
pair of accidental injury or for the improvement of the 
functioning of a malformed body member. For ex- 
ample, this exclusion does not apply to surgery in con- 
nection with treatment of severe burns or repair of the 
face following a serious automobile accident, nor to 
surgery for therapeutic purposes, which coincidentally 
also serves some cosmetic purpose. 


260.11 Charges imposed by immediate rela- 
tives of the patient or members of his household 
are not covered.—Immediate relative as used in this 
exclusion means spouse, father, mother, son, daughter, 
brother, or sister—by blood, marriage, or adoption. 
Members of the patient’s household means those 
persons sharing a common abode with the patient as 
part of a single family unit, including those related by 
blood or marriage, domestic employees, and others who 
live together as part of a single family unit. A mere 
roomer or boarder is not included. 

Where a business enterprise imposes the charge, the 
exclusion applies if the firm in fact represents an in- 
dividual within these relationships. If an individual 
proprietorship is involved, the proprietor is considered 
the individual imposing the charge. A corporation is 
a separate legal entity which cannot be a member of a 
household or an immediate relative. Charges imposed 
by a partnership are not excluded unless all of the 
partners are within the designated relationships to the 
patient. 
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260.12 Items and services in connection with 
the care, treatment, filling, removal, or replace- 
ment of teeth, or structures directly supporting the 
teeth are not covered. “Structures directly supporting 
' the teeth” means the periodontium, which includes the 
gingivae, dentogingival junction, periodontal mem- 
brane, cementum of the teeth, and alveolar process. 

Payment may be made, however, for (a) surgery 
related to the jaw or any structures contiguous to the 
jaw, or (b) the reduction of any fracture of the jaw 
or any facial bone, including dental splints or other 
appliances used for this purpose. 

The hospitalization or nonhospitalization of a pa- 
tient has no direct bearing on the coverage or exclusion 
of a given dental procedure. (See also §§ 210.7 and 
245 for additional information on dental services.) 
260.13 Items and services to the extent that pay- 
ment has been made, or can reasonably be expected to 
be made under a workmen’s compensation law or 
plan of the United States or a State may not be paid for 
by the program. Payments for items and services 
under the health insurance program are subject to 
repayment to the appropriate trust fund if notice or 
information is received that payment has been made 
for the items and services under a workmen’s compen- 
(See §§ 289 ff.) 

260.14 Items or services which the provider is 
obligated by a law of or because of a contract with the 
Federal Government to render at public expense are 


sation plan. 


not covered. This exclusion applies to services fur- 
nished to veterans pursuant to a contract with the 
Veterans Administration. 

260.15 Items and services are not covered when 
furnished by a Federal provider of services or other 
Federal agency except (a) for emergency inpatient 
hospital services and emergency outpatient hospital 
diagnostic services furnished by a Federal hospital 
meeting the requirements of § 202, or (b) when the 
Federal provider of services is determined by the Sec- 
retary of Health, Education, and Welfare to be pro- 
viding services to the public generally as a community 
institution or agency. 


Requirements for Payment 


270. REQUEST FOR PAYMENT 


Before payment can be made for an inpatient hospital 
stay, outpatient hospital diagnostic study, hospital serv- 
ices under medical insurance, or physicians’ services 


billed through the hospital, a written request for pay- 


ment signed by the patient, or by another person quali- 
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fied to do so on his behalf must be filed. The signa- 
ture of the patient or other qualified person may be 
obtained on the respective billing forms, or, under 
specified conditions, the hospital may obtain a single 
signature on its records. 

If a fully competent and capable patient refuses to 
sign the request for payment necessary for the hospital 
to obtain reimbursement for the services it furnished, 
the hospital may charge the patient or other person 
for the covered services. 


270.1 Billing: Forms as Request for Pay- 
ment.—Each of the billing forms (Inpatient Hospital 
Admission and Billing, Form SSA-1453; Inpatient 
Psychiatric or Tuberculosis Hospital Admission and 
Billing, Form SSA—1485; Outpatient Hospital Billing, 
Form SSA-1483; and Provider Billing for Patient 
Services by Physicians, Form SSA—1554) contains a 
patient’s signature line incorporating the patient’s re- 
quest for payment of benefits, authorization to release 
information and assignment of benefits. When .the 
billing form is used as the request for payment, the bill- 
ing form must be signed. The request for payment will 
then be forwarded to the intermediary or, to the Social 
Security Administration where the hospital deals di- 
rectly with the Government, when the hospital submits 
its bill. 

A. The billing form as request for payment will be 
signed in connection with each inpatient hospital 
admission, even though multiple admissions may oc- 
cur during the same spell of illness. Only one request 
for payment has to be signed, however, in connection 
with each inpatient admission, even though an extended 
hospital stay occasions multiple billings. 

B. Where the billing form is used as the request for 
payment for physicians’ services billed through 
the hospital for outpatient diagnostic studies and 
for other outpatient hospital services, a signature 
is required with each billing by the hospital. 

270.2 Request for Payment on Hospital Ree- 
ord.—In lieu of separate signatures on the billing 
forms, the hospital may arrange with its hospital in- 
surance intermediary to have the patient’s signature on 
its admission records serve as the request for payment. 

The pertinent language on the billing forms must be 
incorporated, by printing or stamp, either in the hos- 
pital’s own admission forms, or on a separate form at- 
tached to or associated with the hospital’s admission 
form. Where this procedure is adopted, “Patient’s re- 
quest for payment on file” should be stamped on the pa- 
tient’s signature line of the original of the billing form 
to indicate that the patient’s statement is on file. 


When the hospital has arranged with its hospital in- 
surance intermediary to put this procedure into effect, 
the intermediary will make payment to the hospital 
without the patient’s signature on the billing form. 
The Part A intermediary will verify through its regular 
audit activities that the signatures are being obtained as 
specified. The medical insurance carrier will rely on 
the Part A intermediary’s administration of this proce- 
dure and will make payment to a hospital without the 
patient’s signature on the form SSA—1554. 

The following format is suggested for the statement 
on the hospital’s record: 


“Statement to Permit Payment of Hospital 
and Medical Insurance Benefits to Hospital 


I certify that the information given by me in ap- 
plying for payment under title XVIII of the Social 
Security Act is correct. I authorize release of any 
information needed to act on this request. I request 
that payment of authorized benefits be made in my 
behalf. 

I assign payment for the unpaid charges of the 
physician(s) for whom the hospital is authorized to 
bill in connection with its services. I understand I 
am responsible for any health insurance deductibles 
and 20 percent of the remaining reasonable charges. 

For outpatient services, I request that this author- 
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ization apply to the period ____-_-_- ioe ee eee 


Where the hospital does not bill on behalf of its hos- 
pital-based physicians, the assignment part of the above 
statement should be omitted. Where a patient does not 
want to assign the benefits for services of a hospital- 
based physician, the assignment language should be 
lined out in that particular case. 

A. For inpatient billing, the patient’s signature 
will cover only that particular stay regardless of its 
duration. When the patient is admitted for a new in- 
patient stay, another request for benefits is required. 

B. For outpatient billing, the designated period 
of time to be entered in the statement on the hospital 
record should be appropriate to the circumstances. 
Where there is an outpatient hospital admission with re- 
peated visits expected, a period deemed to correspond 
with the anticipated period of treatment may be en- 
tered but not to exceed 1 year. 
prefer to restrict the period to accommodate their own 


Some hospitals may 


admission or billing requirements. 

C. When hospital-based physician services are 
billed under this procedure, the effective period of the 
patient’s signature will be the same as that for the re- 


lated inpatient or outpatient billing. Thus, the pa- 
tient’s signature will cover all Form SSA—1554’s filed 
in connection with a single inpatient stay, or for serv- 
ices in the designated outpatient billing period. 


271. EXECUTION OF THE REQUEST FOR 
PAYMENT 


If at all practicable, the patient should sign the re- 
quest either on the billing form or on the hospital’s 
record at the time of admission. 
cedures, §§ 300 ff.) 

In certain circumstances, it would be impracticable 
for an individual to sign the request for payment him- 
self because when he is admitted to the hospital, or 
begins outpatient hospital diagnostic or other hospital 
services, he is unconscious, incompetent, in great pain, 
or otherwise in such a condition that he should not be 
asked to transact any business. 


(See Admission Pro- 


In this situation, his 
representative payee (i.e., a person designated by the 
Social Security Administration to receive monthly 
benefits on the patient’s behalf), a relative, legal 
guardian, or a representative of an institution (other 
than the hospital) usually responsible for his care, or 
a representative of a governmental entity providing 
welfare assistance should, if present at time of admis- 
sion, be asked and permitted to sign on his behalf. 

When no request for payment is obtained at the time 
of admission, the hospital should attempt to obtain such 
a request later from the patient or other person de- 
scribed above. If the request cannot be so obtained by 
the time the hospital would ordinarily submit its bill to 
the intermediary, an authorized official of the hospital 
may sign the request. 

When someone other than the patient signs the re- 
quest for payment, have the signer briefly state his 
relationship to the patient and the circumstances which 
made it impracticable for the patient to sign. The 
hospital will forward this statement on or with its 
billing, or retain it in its files if the signature is ob- 
tained on its own record. The intermediary will 
generally accept such a statement as true in the absence 
of evidence to the contrary. 

In some cases of outpatient diagnostic services, 
whether furnished under Part A or Part B, the hospi- 
tal need not attempt to obtain the patient’s signature. 
This is the situation in which the physician sends a 
specimen (e.g., blood or urine sample) to a laboratory 
of a participating hospital for analysis. The patient 
himself does not go to the hospital, but the tests are 
billed through it. The hospital may sign on behalf 
of the patient and should note in the space provided 
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for the patient’s signature on the Outpatient Hospital 
Billing (SSA—1483) and any accompanying Provider 
Billing for Patient Services by Physicians (SSA- 
1554) , “Patient not physically present for tests.”” This 
does not apply when the patient actually goes to the 
hospital for tests and the hospital fails to obtain his 
signature while he is there. 

Except in the outpatient case where the patient is not 
physically present, the hospital should not routinely 
sign the request on behalf of any patient. If experi- 
ence reveals an unusual frequency of such hospital 
signed requests from a particular hospital, the matter 
will be subject to review by the intermediary. 


Certification and Recertification 
by Physicians 


273. CERTIFICATION AND RECERTIFICA- 
TION BY PHYSICIANS—GENERAL 


Payment may be made for covered hospital services 
only if a physician certifies to the medical necessity 
for the services, For services continued over a period 
of time, a physician must recertify the continued need 
for the services at specified intervals. Appropriate 
supporting material may be required. 

Hospitals will not transmit physician certification 
and recertification statements to the intermediary, or 
to the Social Security Administration if the hospital 
deals directly. The hospital must itself certify, on 
the appropriate billing form, that the required physi- 
cian certification and recertification statements have 
been obtained and are on file. The physician certi- 
fication and recertification statements will be retained 
in the hospital’s files where they will be available for 
verification if needed. 

A hospital must also have available in’ its files 

a description of the procedure it adopts on the timing 
of recertifications—that is, the intervals at which re- 
certifications will be required and whether review of 
long-stay cases by the utilization review committee 
will serve as an alternative to recertification by a 
physician in the case of the third or subsequent 
recertifications. 
273.1 Failure to Certify or Recertify.—If a hos- 
pital fails to obtain the required certification and re- 
certification statements in an individual case, program 
payment cannot be made in that case. 

If the hospital’s failure to obtain a certification or 
recertification is not due to a question as to the neces- 
sity for the services, but rather to the physician’s 
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refusal to certify based on other grounds (e.g., he 
objects in principle to the concept of certification and 
recertification), the hospital may not charge the 
beneficiary for any covered items or services furnished 
him. The provider agreement which the hospital 
files with the Secretary precludes it from doing so. 

If a physician refuses to certify because, in his 
opinion, hospitalization was not required for medical 
treatment or diagnostic study, the services are not 
covered and the hospital can bill the patient directly. 
The reason for the physician’s refusal to make the 
certification must be documented in the hospital 
records. 


274. INPATIENT HOSPITAL SERVICES CER- 
TIFICATION 


The inpatient hospital services certification should 
state the medical necessity for inpatient hospital ad- 
mission. It is not necessary to state the reason i 
why hospital admission is necessary. 

The certification of the medical necessity for in- 
patient hospital services must be signed by the admit- 
ting physician or a medical staff member with knowl- 
edge of the case. The routine admission procedure 
followed by a physician would not ordinarily of itself 
be sufficient certification of the medical necessity for 
hospitalization for purposes of the program. 

When a patient is hospitalized for a covered dental 
procedure (see §§ 210.7 and 260.12), the dentist is a 
“physician” (§ 245) and may certify and recertify to 
the medical necessity for inpatient hospital services. 
If a patient must be hospitalized for a noncovered 
dental procedure because he has a nondental impair- 
ment, e.g., a heart condition, the physician responsible 
for the treatment or management of the nondental 
impairment must certify to the necessity for the pa- 
tient’s hospitalization for the impairment. 

Certifications must be obtained at the time of ad- 
mission, or as soon thereafter as is reasonable and prac- 
ticable. However, the individual hospital determines 
the method by which certifications are to be obtained 
and the format of the certification statement. Thus, 
the medical and administrative staffs of each hospital 
may adopt the procedure they find most convenient 
and appropriate. 

There is no requirement that the certification 
be entered on any specific form or handled in 
any specific way, as long as the approach adopted 
by the hospital permits the intermediary (or the 
Social Seeurity Administration where the hos- 
pital deals directly with the Government) to de- 


termine that the certification requirement is in 
fact met. The certification could, therefore, be 
entered or preprinted on a form the physician 
already has to sign; or a separate certification 
form could be used. 


275. RECERTIFICATION FOR INPATIENT 
HOSPITAL SERVICES 


The recertification statement must meet the following 
standards: it must contain an adequate written record 
of the reasons for continued hospitalization, the esti- 
mated period of time the patient will need to remain in 
the hospital, and plans for posthospital care. The re- 
certification statement made by the physician has to 
_ meet the content standards unless, for example, all of 
the required information is included in progress notes, 
in which case the physician’s statement could indicate 
that the individual’s medical record contains the infor- 
mation required by the standards and that continued 
hospitalization is medically necessary. 

A physician who recertifies to the need for continued 
inpatient stay should use the same criteria that apply to 
the hospital’s utilization review committee. Where the 
basis for the recertification is the need for continued 
inpatient care because of the lack of extended care 
facility accommodations (§ 290.3), the recertification 
should so state. The physician should attempt on a 
continuing basis to place his patient in a participat- 
ing extended care facility as soon as a bed becomes 
available. : 

Recertifications are to be signed by the attending 
physician or a medical staff member with knowledge of 
the case. The hospital determines the form of the 
written record and the manner of obtaining timely 
recertifications. ‘Thus, the hospital is able to adopt a 
procedure for obtaining timely recertifications that suits 
it best. 

Where the requirements for the third or a subsequent 
recertification are satisfied by review of a stay of ex- 
tended duration, pursuant to the hospital’s utilization 
review plan, a separate recertification statement is not 
required. However, it is necessary to satisfy the recer- 
tification content standards. It would be sufficient if 
records of the utilization review committee show that 
consideration was given to the three items mentioned 
above—the reasons for continued hospitalization, esti- 
mated time the patient will need to remain in the hospi- 
tal, and plans for posthospital care. 


276. TIMING OF RECERTIFICATIONS 


The first recertification is required no later than 
as of the 14th day of hospitalization. A hospital may, 


at its option, provide for the first recertification to be 
made earlier, or it may vary the timing of the first 
recertification within the 14-day period by diagnostic 
or clinical categories. 

A second recertification is required no later than 
as of the 21st day of hospitalization. Thereafter, sub- 
sequent recertifications must be made at intervals 
established by the utilization review committee (on a 
case-by-case basis if it so chooses), but in no event may 
the prescribed interval between recertifications exceed 
30 days. The utilization review committee will be re- 
viewing long-stay cases and may be in the best position 
to decide when subsequent recertifications are needed. 

A hospital can, if it wishes, coordinate its physician 
certifications with the process of review by the utiliza- 
tion review committee of long-stay cases. At the option 
of a hospital, review of a stay of extended duration 
under the hospital’s utilization review plan may take the 
place of the third and any subsequent physician recerti- 
fications. (Such review may be the initial review, or a 
second or subsequent review of an extended-stay case 
by the utilization review committee. ) 

Where review of an extended-stay case by the utili- 
zation review committee is deemed to take the place of a 
physician recertification, it would be possible for the 
recertification to be made later than the specified day, 
because the review of an extended duration case may be 
made at any time within the 7-day period following the 
last day of the period of extended duration defined in 
the utilization review plan. Such a recertification will 
be treated as a delayed recertification, however, no 
explanation for the normal delay is required. 


277. INPATIENT PSYCHIATRIC HOSPITAL 
SERVICES CERTIFICATION AND RE- 
CERTIFICATION 


The requirements for physician certification and re- 
certification for inpatient psychiatric hospital services 
are generally the same as for inpatient hospital services. 
However, the required content of the certification and 
recertification statements differs from the content of the 
statements required for inpatient hospital services. 

The certification should state that the inpatient 
psychiatric hospital admission was medically necessary, 
for either (1) treatment which could reasonably be ex- 
pected to improve the patient’s condition, or (2) diag- 
nostic study. 

The recertification should state (1) that inpatient 
psychiatric hospital services furnished since the previ- 
ous certification or recertification were, and continue to 


be, medically necessary for either (a) treatment which 


could reasonably be expected to improve the patient’s 
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condition, or (b) diagnostic study; and (2) that the 
hospital records indicate that the services furnished 
were either intensive treatment services, admission and 
related services necessary for diagnostic study, or 
equivalent services. 

For convenience, the period covered by the physi- 
cian’s certification and recertification is referred to as 
a period during which the patient was receiving active 
treatment. If the patient remains in the hospital but 
the period of “active treatment” ends (e.g., because the 
treatment cannot reasonably be expected to improve the 
patient’s condition, or because intensive treatment serv- 
ices are not being furnished) , program payment can no 
longer be made even though the patient has not yet 
exhausted his benefits. Where the period of “active 
treatment” ends, the physician is to indicate the ending 
date in making his recertification. If “active treat- 
ment” thereafter resumes, the physician should indicate, 
in making his recertification, the date on which it 
resumed. 


278. INPATIENT TUBERCULOSIS HOSPITAL 
SERVICES CERTIFICATION AND RE- 
CERTIFICATION 


The requirements for physician certification and re- 
certification for inpatient tuberculosis hospital services 
are generally the same as for inpatient hospital services. 
However, the required content of the certification and 
recertification statements differs from the content of the 
statements required for inpatient hospital services. 

The certification should state that the inpatient 
tuberculosis hospital admission was medically necessary 
for treatment which could reasonably be expected either 
to (1) improve the patient’s condition, or (2) render 
the condition noncommunicable. 

The recertification should state (1) that the in- 
patient tuberculosis hospital services furnished since 
the previous certification or recertification were, and 
continue to be, medically necessary for treatment which 
could reasonably be expected either to (a) improve the 
patient’s condition, or (b) render the condition non- 
communicable; and (2) that the hospital records 
indicate such medical necessity. 

For convenience, the period covered by the physi- 
cian’s certification and recertification is referred to as 
a period during which the patient was receiving active 
treatment. If the patient remains in the hospital but 
the period of “active treatment” ends (e.g., because the 
treatment cannot reasonably be expected to improve the 
patient’s condition), program payment can no longer 
be made even though the patient has not yet exhausted 
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his benefits. Where the period of “active treatment” 
ends, the physician is to indicate the ending date in 
making his recertification. If “active treatment” there- 
after resumes, the physician should indicate, in making 
his recertification, the date on which it resumed. 


279. OUTPATIENT HOSPITAL DIAGNOSTIC 
SERVICES CERTIFICATION 


A physician should state that outpatient hospital 
diagnostic services are required for a diagnostic study. 

Certification as to outpatient diagnostic services may 
be made on the physician’s orders, on the copy of the 
summary prepared at the conclusion of the study that is 
retained by the hospital, or a special form may be used. 

Recertification is not required for outpatient hospital 
diagnostic services. However, if the diagnostic service 
extends beyond 20 days, a new certification is required 
for each study period. 


280. CERTIFICATION FOR HOSPITAL SERV- 
ICES COVERED BY THE SUPPLEMEN- 
TARY MEDICAL INSURANCE PROGRAM 


A physician must certify that the medical and other 
health services covered by medical insurance which 
were provided by (or under arrangements made by) 
the hospital were medically required. 

When the hospital provides ambulance service to 
transport the patient from the scene of an accident and 
no physician is involved until the patient reaches the 
hospital, any physician in the hospital who examines 
the patient or has knowledge of the case may certify to 
the medical need for the ambulance service. 

This certification requires a brief description of the 
services and the signature of the physician. It need 
be made only once for a course of treatment. Where 
services are provided on a continuing basis, such as a 
course of radium treatments, the physician’s certifica- 
tion may be made at the beginning or end of the course 
of treatment, or at any other time during the period of 
treatment. 

There is no requirement that the certifitation 
be entered on any specific form or handled in any 
specific way, as long as the approach adopted by 
the hospital permits the intermediary (or the 
Social Security Administration where the hos- 
pital deals directly with the Government) to de- 
termine that the certification requirement is in 
fact met. The certification could, therefore, be 
entered or preprinted on a form the physician 
already has to sign; or a separate certification 
form could be used. 


281. DELAYED CERTIFICATIONS AND 
RECERTIFICATIONS 


Hospitals are expected to obtain timely certifica- 
tion and recertification statements. However, de- 
layed certifications and recertifications will be honored 
where, for example, there has been an oversight or 
lapse. 
_ In addition to complying with the appropriate con- 
tent requirements, delayed certifications and recerti- 
fications must include an explanation for the delay and 
any medical or other evidence which the hospital con- 
siders relevant for purposes of explaining the delay. 
The hospital will determine the format of delay cer- 
tification and recertification statements, and the method 
by which they are obtained. A delayed certification 
and recertification may appear in one statement; 
separate signed statements for each certification and 
recertification are not required as they would be if 
timely certification and recertification had been made. 


282. TIMING OF CERTIFICATION AND RE- 
CERTIFICATION FOR BENEFICIARY 
ADMITTED BEFORE ENTITLEMENT 


If an individual is admitted to a hospital (including 
a psychiatric or tuberculosis hospital) before he is en- 
titled to hospital insurance benefits (for example, be- 
fore he reaches age 65), the following rules apply 
when he does become entitled. 

No certification as to the medical necessity for in- 
patient admission is required. Recertifications are 
required as of the time they would be required if the 
patient had been admitted to the hospital on the day 
he became entitled. For example, if a patient be- 
comes entitled to Part A benefits on May 1, but was 
admitted prior to that date, the first recertification is 
required no later than May 14; the second recertifica- 
tion is required no later than May 21; subsequent 
recertifications are required at intervals not to exceed 
30 days. 


Psychiatric and Tuberculosis Hospital 
Records 


283. PSYCHIATRIC AND TUBERCULOSIS 
HOSPITAL RECORDS 


The law requires that psychiatric and tuberculosis 
hospital records contain certain specific information 
_ concerning the individual patient’s condition and the 
nature of the treatment provided. 

_ 283.1 In the case of inpatient psychiatric hospi- 
tal services the hospital records must show that the 
services were furnished to the patient during periods 


when he was receiving intensive treatment services, 
admission and related services necessary for a diagnos- 
tic study, or equivalent services. As noted in § 277, 
the physician recertification for inpatient psychiatric 
hospital services must include a statement that the 
hospital records so indicate. 

283.2 In the case of inpatient tuberculosis hos- 
pital services the hospital records must show that the 
services were furnished to the patient during periods 
when he was receiving treatment (including diagnostic 
services) which could reasonably be expected to im- 
prove his condition or render it noncommunicable. 
As noted in § 278, the physician recertification for 
inpatient tuberculosis hospital services must include a 
statement that the hospital records so indicate. 


Special Provisions Related to Payment 
285. REFUNDS 


In its participation agreement, the hospital agrees not 
to charge for items or services for which an individual 
is entitled to have payment made on his behalf, and 
to make adequate provision for return (or other dis- 
position) of any money incorrectly collected from 
an individual or from any other person on his be- 
half (e.g., other insurance carriers or welfare). 

Money incorrectly collected means amounts in ex- 
cess of the deductible or coinsurance, paid to a hos- 
pital by or on behalf of an individual for covered items 
and services for which he is entitled to have payment 
made under the health insurance program. 

Incorrect collections may result from billing a 
beneficiary in error for a covered item or service; or 
from retroactive entitlement; or workmen’s compensa- 
tion cases in which the beneficiary has paid for covered 
services to which he later becomes entitled under health 
insurance. A claim for payment under the guarantee 
of payment provision (§ 286) may also involve sums 
incorrectly collected. 

Where the intermediary knows that a hospital has 
overcollected deductible and coinsurance amounts for 
outpatient hospital services, it will make direct refund 
to the beneficiary. (See § 420.) 

285.1 Return or Other Disposition of Money 
Incorrectly Collected.—A hospital that has incor- 
rectly collected is required to refund or set aside the 
money. Until the hospital refunds or sets aside the 
money incorrectly collected, an equivalent amount may 
be withheld from payments otherwise due the hospital. 
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A. Making Refund.—Refund is to be made to the 
beneficiary, or any other person from whom the hos- 
pital collected the money, If the proper person can- 
not be located after reasonable effort (including an 
attempt at contact by mail at the last known address), 
the hospital should request the intermediary to have the 
Social Security Administration’s records examined for 
the individual’s address. If the individual still cannot 
be located, or he is dead, the hospital is to dispose of 
the money in accordance with the law of the State 
in which it is located. 

B. Money Set Aside.—Where the individual’s 
whereabouts are unknown, there is a delay in the ap- 
pointment of a legal representative of the estate of a 
deceased individual, and other cases in which refund 
may be delayed indefinitely, the hospital will notify 
the intermediary and will set the funds aside in a 
separate account identified by the name of the indi- 
vidual to whom the payment is due. These accounts 
will be carried on the hospital’s records in this manner 
until final disposition is made under the applicable 
State law. 

C. Time Limits Within Which Hospital Action 
Must Be Taken.—The incorrect collection should be 
refunded as promptly as possible. If refund cannot 
be made within 60 days after the date of the notice 
to the hospital that an incorrect collection was made, 
the funds must be set aside as described in B above. 


286. GUARANTEE OF PAYMENT PROVI- 
SIONS 


A hospital may be paid, under certain conditions, 
for inpatient hospital services furnished to a bene- 
ficiary whose eligibility for inpatient hospital benefit 
days in a spell of illness has been exhausted. The 
guarantee also extends to inpatient psychiatric hospital 
services furnished to an individual who has used up 
| (The 
guarantee extends only to inpatient services furnished 
to individuals who have exhausted their eligibility for 


his 190-day lifetime limitation on such services. 


inpatient services. It does not extend to individuals 
who have no coverage for other reasons, e.g., one who 
is not entitled under the hospital insurance pro- 
gram, or whose entitlement has been terminated.) 
The provision assures at the time of admission that 
payment will be made to a hospital for its services 
during the time it takes to notify the hospital of the 
patient’s utilization record. 

The guarantee includes not only cases in which in- 


patient benefits were already exhausted prior to ad- 


mission, but cases where a beneficiary had some 
inpatient hospital benefits remaining at the time of his 
admittance to a hospital, e.g., 2 or 3 days of remaining 
eligibility, but these benefits are exhausted before the 
intermediary’s reply to the Notice of Admission reaches 
the hospital. Payment under the guarantee, i.e., for 
those days after benefits are exhausted, is made at the 
full rate. The coinsurance provision does not apply. 

The guarantee applies only to inpatient hospital 
services. It does not apply to other benefits provided 
under the hospital or medical insurance programs. 
A hospital is not required to claim payments under 
this provision; it may look to the patient for payment. 
286.1 Requirements for Payment Under the 
Guarantee.—The following conditions must be met 
for a hospital to receive payments under this pro- 
The hospital should submit an explanation 
of the circumstances with its bill. 

A. The services provided by the hospital are covered 


vision. 


inpatient hospital services. 

B. The hospital acted in good faith in assuming 
that the individual was entitled to inpatient hospital 
benefits. If it is found that the hospital acted reason- 
ably, in accordance with C below, it will generally be 
presumed to have acted in good faith. There would be 
an absence of good faith if the hospital had, or should 
have had, a substantial doubt that coverage existed. 

C. There were reasonable grounds for the hospital 
to assume that entitlement to benefits existed. The 
hospital will have acted reasonably if it tried to find 
out the extent of the beneficiary’s entitlement to in- 
patient hospital services by: 

1. Asking the beneficiary or another person if the 
beneficiary was an inpatient of a hospital or extended 
care facility within the past 60 days; and 


2. Requesting, if there was a prior stay, the addi- 


tional information from the beneficiary or other person 
necessary to indicate the number of days of inpatient 
hospital services, if any, remaining in the current spell 
of illness. 

3. Under unusual circumstances, reasonable grounds 
may be found even though the hospital has not followed 
the requirements of 1 and 2 above (e.g., because the 
patient was not in a physical or mental condition to dis- 
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cuss his entitlement and no other person with a knowl- 


edge of his affairs was available). 

D. Prior to submitting its bill under the guarantee 
provision, the hospital refunds amounts received from 
the patient, or someone on his behalf, for the services 


for which the program is being billed. If the hospital 


retains all or part of the payment made by the patient 
or someone on his behalf for services within the guar- 
antee period it should not claim program payment for 
the amounts it has retained. Where the guarantee ap- 
plies, the hospital should furnish an itemized statement 
of payments received and refunds made in connection 


with the bill. 


286.2 Maximum Number of Days Under Guar- 
antee.—The intermediary (or the Social Security Ad- 
ministration) may pay the hospital for inpatient hos- 
pital services furnished for up to 6 days after 
the day of admission. Saturdays, Sundays, legal 
Federal holidays, and the first calendar day of admit- 
tance to the hospital will be omitted in computing the 
6 elapsed days. However, no payment is made for any 
day after the day the hospital receives a notice of lack 
of entitlement. The notice may be furnished by mail, 
messenger, wire, or telephone. If notice is given by 
telephone, a confirmation in writing will be furnished 
to the hospital; the date of the telephone message will 
be considered the date of notification. 
In determining the days covered by the guarantee, 

legal Federal holidays are: 

New Year’s Day 

Washington’s Birthday 

Memorial (Decoration) Day 





Independence Day 

Labor Day 

Veterans Day 

Thanksgiving Day 

Christmas Day 

Exclusion of Federal nonworking days prolongs the 

period covered by the guarantee. When a Federal 
holiday occurs on a Sunday, the day following is ob- 
served as a Federal nonworkday and, therefore, would 
not be counted as an elapsed day. When the holiday 
falls on Saturday, the prior Friday would not be 
counted as an elapsed day. The hospital will be paid 
on behalf of the beneficiary for all the days of inpatient 
services within the guarantee period; i.e., weekends, 
holidays, and the day of admittance will be included in 
computing the benefit amount due the hospital. 


286.3 Recovery of Funds Advanced Under 
Guarantee Provision.—Benefits paid to hospitals 
under the guarantee provision are subject to recovery 
from the beneficiary unless recovery is waived. Cash 
benefits payable to the beneficiary under the Social Se- 
curity or Railroad Retirement Act may be suspended 
or reduced until the amount advanced to the hospital 
on his behalf has been repaid. 


289. WORKMEN’S COMPENSATION 


Health insurance payment is excluded for any items 
and services to the extent that payment has been made 
or can reasonably be expected to be made under a work- 
men’s compensation law or plan of the United States or 
a State. This exclusion applies to the workmen’s com- 
pensation plans of the 50 States, the District of Colum- 
bia, and Puerto Rico, and to the Federal Employees 
Compensation Act and the Longshoremen’s and Harbor 
Workers’ Compensation Act. The Federal Employers’ 
Liability Act is not a workmen’s compensation law or 
plan under this exclusion. 

Health insurance payment for items or services is 
conditioned on reimbursement to the hospital or sup- 
plementary medical insurance trust fund when notice 
or other information is received that payment has been 
made under workmen’s compensation. 

The individual is responsible for taking whatever 
action is necessary to obtain payment under workmen’s 
compensation where such payment can reasonably be 
expected. If he fails to take proper and timely action, 
health insurance payment will not be made for services 
that could have been paid for under workmen’s com- 
pensation. The hospital should advise the patient to 
file for workmen’s compensation when a work-related 
injury or illness is indicated. 


289.1 Effect of Workmen’s Compensation Pay- 
ments on Eligibility and Spell of Ilness.—An in- 
patient stay in a qualified hospital or extended care 
facility starts a spell of illness even though workmen’s 
compensation, rather than the health insurance pro- 
gram, pays or can be expected to pay for the services. 

However, there is no charge against the patient’s 
90 days of benefit eligibility, nor the 190-day lifetime 
limitation on inpatient psychiatric hospital services, for 
days covered by workmen’s compensation. When 
workmen’s compensation pays for part of a stay and 
health insurance pays for services thereafter, only the 
days for which health insurance paid are charged 
against the individual’s benefit eligibility. 

Workmen’s compensation payments cannot be 

counted toward the health insurance deductibles or 
coinsurance under either Part A or Part B. For ex- 
ample: If an individual is hospitalized twice in the 
same spell of illness and the first stay is completely 
paid for under workmen’s compensation, the inpatient 
hospital deductible applies to the second stay. 
289.2 General Procedures in Workmen’s 
Compensation Cases.—An employment related ill- 
ness or injury is indicated on the billing form, and the 
employer’s name and address given. 
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If the patient has already received a workmen’s com- 
pensation payment for the current illness or injury 
(e.g., for a prior hospital stay), the hospital should 
furnish the intermediary any available information 
with the admission notice, since a later hospitalization 
for the same condition may also be compensated under 
workmen’s compensation. If workmen’s compensa- 
tion coverage is possible, a claim should be filed with 
the workmen’s.compensation carrier. 

Even though workmen’s compensation payment has 
been or probably will be made, the hospital should 
submit a bill to the intermediary, or to the Social Se- 
curity Administration if the hospital deals directly 
with the Government (see § 450). 

A. Workmen’s Compensation Has Been or Is 
Being Paid.—lI{. at the time the hospital submits its 
bill, workmen’s compensation payment, which fully 
covers the cost of the services furnished, has been or is 
being made; no health insurance payment can be made. 

A lump sum compromise awarded as payment of a 
workmen’s compensation claim may include an amount 
for hospital and medical expenses. The payment under 
health insurance in such cases is based on the inter- 
mediary’s judgment as to what workmen’s compensa- 
tion could reasonably have been expected to pay had 
the individual pursued his rights rather than accepting 
the compromise settlement. 

The hospital will be notified by the intermediary of 
the extent to which its bill was covered by workmen’s 
compensation. 

B. Workmen’s Compensation Is Reasonably 
Expected.—lIf, at the time the hospital submits its 
bill, workmen’s compensation has not been or is not 
being paid, the intermediary will determine whether 
workmen’s compensation can reasonably be expected 
to pay. If the intermediary determines that work- 
men’s compensation payment can reasonably be ex- 
pected, the hospital will be notified that health insur- 
ance payments cannot be made. The individual will 
also be notified of the intermediary’s decision. If 
workmen’s compensation does not ultimately pay for 
the services, the claim under health insurance may be 
reopened. 

C. Workmen’s Compensation Is Questiona- 
ble.—lIf the intermediary determines that workmen’s 
compensation payments cannot reasonably be expected, 
payment under health insurance will be made to the 
hospital on condition that the payment will be re- 
funded if workmen’s compensation later pays for the 
services. However, conditional payment will not be 
made unless there is a real question as to workmen’s 


compensation payment. The mere fact that the em- 
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ployer or the workmen’s compensation carrier is con- 
testing liability is not in itself sufficient basis for con- 
ditional payment. 


289.3 Overpayments.—I{ the hospital receives 
workmen’s compensation payments after having re- 
ceived health insurance payments for the same items 
and services, the program must be reimbursed for the 
overpayment. The hospital may arrange with the 
intermediary to do this by refund or by adjustment of 
its future program payments. 


290. UTILIZATION REVIEW PLAN 


A qualified hospital is required to have in effect a 
plan for utilization review which applies to the in- 
patient services the hospital furnishes to patients en- 
titled to benefits under the health insurance program. 
The plan must provide for review, on a sample basis, of 
admissions, duration of stays, and professional services 
furnished; and review of each case of continuous ex- 
tended duration while the patient is in the hospital. 

If the hospital’s utilization review committee has 
reason to believe that an inpatient admission was not 
medically necessary, it may review the admission at 
any time. However, the decision of a utilization re- 
view committee in one hospital is not binding upon the 
utilization review committee in another hospital. 

Payments made to physicians serving on hospital 
utilization review committees are considered as an al- 
lowable hospital cost only if the utilization review plan 
applies to all of the hospital’s inpatients. 

The law requires that effective utilization review be 
maintained on a continuing basis to assure the medical 
necessity of the services for which the program pays 
and promote the most efficient use of available health 
facilities and services. 

The detailed requirements for an acceptable utiliza- 

tion review plan are set out in the “Conditions of 
Participation for Hospitals.” 
290.1 Definition of Extended Stay—Benefi- 
ciary Admitted Before Entitlement.—The general 
rule for the review of extended-stay cases is explained 
in the “Conditions of Participation for Hospitals.” 
If an individual is admitted to a hospital before he is 
entitled to hospital insurance benefits (for example, 
before he reaches age 65), the following rules apply 
when he does become entitled. 

In identifying cases of extended duration for review 
by the utilization review committee in those hospitals 
which provide for the review of beneficiary cases only, 
the patient will be considered to have been admitted 
to the hospital on the day he became entitled to hos- 


pital insurance benefits. For example, if a hospital 
has defined extended stay as being 20 days of hospi- 
talization, a patient who becomes entitled to Part A 
benefits on May 1, but who is admitted prior to that 
date, would be considered as an extended-stay case for 
utilization review purposes on May 21. 


290.2 Further Inpatient Stay Not Medically 
Necessary.—If in the review of an extended-stay case 
the physician members of the utilization review com- 
mittee decide, after opportunity for consultation is 
given the attending physician, that further inpatient 
stay is not medically necessary, notification in writing 
is given within 48 hours to the institution, the at- 
tending physician, and the patient. While the attend- 
ing physician may, if he wishes, advise the patient 
personally of the utilization review committee’s deci- 
‘sion, it would still be necessary for the committee to 
give timely written notice of its decision to the patient. 
Payment cannot be made for more than 3 days of in- 
patient hospital services after the date the notice is 
received by the hospital. 

290.3 Availability and Appropriateness of 
Other Facilities and Services.—In determining 
whether further inpatient hospital stay is medically 
necessary, utilization review committees are required to 
take. into account the availability and appropriateness 
of other facilities and services. The following guide- 
lines should be used by utilization review committees 
in general hospitals. (Instructions for committees in 
psychiatric and tuberculosis hospitals will be issued at 
a later date.) 

A. Determining Required Level of Care.—lf 
the committee believes that the patient no longer re- 
quires hospital care but could receive proper treatment 
in an extended care facility, it should determine 
whether there is a bed available to the patient in a 
participating extended care facility in the area (see C 
and E, below). If there is, the committee should find 
that further stay in the hospital is not medically 
necessary. 

If the committee determines that no bed is avail- 

able to the patient in a participating extended care 
facility, it should find that continued stay in the hos- 
pital is medically necessary. The basis for the decision 
_ should be documented in the committee records. The 
committee will advise the attending physician that its 
decision is based on the lack of availability of a bed 
in a participating extended care facility; and that it is 
his responsibility to attempt on a continuing basis 
j (with the assistance of the hospital’s social worker, 


etc.) to place his patient in a participating extended 
care facility as soon as a bed becomes available. 

If the utilization review committee determines that 
the patient requires services other than inpatient hos- 
pital or extended care services (such as custodial, out- 
patient, or home health care), it should find, without 
regard to the availability of such kinds of care, that 
further inpatient hospital stay is not medically neces- 
sary. Covered inpatient hospital or extended care 
services should not be considered as an alternative to 
noncovered or noninstitutional services. 

B. Home Health Care as an Alternative to In- 
stitutionalization.—A patient who needs either hos- 
pital or extended care services continually requires a 
level of care and a scope of services that can only 
be provided in an institutional setting. Only those 
institutions which meet the conditions of participation 
for hospitals and extended care facilities are qualified 
to provide them. 

A patient who needs home health services requires a 
minimal level of services which does not call for the 
patient to be institutionalized. For example, an in- 
dividual may only require a single service, such as 
physical therapy. A utilization review committee 
which finds that an individual only requires home 
health services should not recommend continued in- 
patient stay, even though the required services are not 
available to the individual because there is no agency 
in the community which can provide the services, or 
there is an agency but the individual has no home to 
which he can be discharged. 

C. Location of Alternative Facilities.—A utiliza- 
tion review committee will consider what facilities are 
available in the community or local geographic area in 
deciding whether the patient can be cared for effec- 
tively elsewhere. It is not possible to define com- 
munity or local geographic area with any precision. 
However, as a general rule, a community or local 
geographic area should not be defined in such a way 
as to require a patient to be taken away from his family 
and transported over great distances. 

D. Patient’s Financial Status and Personal 
Preference.—A utilization review committee should 
not take into account a patient’s ability to pay for serv- 
ices or his coverage or lack of coverage under the 
health insurance program in deciding whether con- 
tinued hospital stay is medically necessary. 

A patient’s preference for one extended care facility 
over another (such as a preference for a sectarian fa- 
cility over a nonsectarian facility) should not be taken 


into account by the committee. If extended care facili- 
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ties are available but the patient’s preferred facility is 
filled, the committee should find that further inpatient 
stay is not medically necessary. 

E. Sources of Information on Available Par- 
ticipating Extended Care Facilities.—The Part A 
intermediary or the local social security office can sup- 
ply the names and addresses of participating extended 
care facilities in the local area. Medical social 
workers, public. health nurses, religious counselors, 
etc., can provide information about bed availability in 
such facilities. 


290.4 Failure To Make Timely Review of 
Cases.—If the Social Security Administration deter- 
mines, on the basis of information obtained by a State 
agency or by an intermediary during the course of its 
ongoing review of utilization practices, that a hospital 
has substantially failed to make timely review of long- 
stay cases, it may, in lieu of terminating its agreement 
with the hospital, decide that no payment may be made 
on behalf of patients for more than 20 consecutive days 
of inpatient hospital services. The Administration will 
determine the effective date of this limitation. It 
would apply to services provided to individuals ad- 
mitted to the hospital after that date. Notice of the 
decision must be given to the hospital and to the public. 

The limitation will be removed when it is determined 
that timely review of long-stay cases has been restored 
and there is reasonable assurance that the deficiency 
will not recur. 


Appeals of Payment Determinations 


295. HOSPITAL PROTEST OF PAYMENT 
DETERMINATION 


The hospital and its intermediary should attempt to 
resolve mutually any differences involving payment 
that arise from the application of the cost formula or 
the amount payable in a specific case. No appeal is 
available for hospitals or other providers from inter- 
mediary payment determinations. However, provider 
complaints and protests will be considered in the Social 
Security Administration’s review of the intermediary’s 
application of the cost formula and its compliance with 


the other terms of its agreement with the Government. 








296. BENEFICIARY PROTESTS AND AP 
PEALS OF PAYMENT DETERMINA 
TIONS 


A. Hospital Insurance Program.—An individual 
dissatisfied with any determination of the amount of 
benefits payable on his behalf under hospital insurance 
may have his claim reconsidered by the Social Security 
Administration. If he is not satisfied with the recon- 
sideration determination and the amount in controversy — 
is $100 or more, he may request a hearing by the Social _ 
Security Administration. If the amount in controversy 
is $1,000 or more and he is dissatisfied with the hearing 
decision, the individual may initiate action for Federal — 
court review of the claim. 

B. Medical Insurance Program.—An individual _ 
dissatisfied with denial of a request for payment off 
medical insurance benefits, or with the amount of medi- 
cal insurance benefits paid, or with the promptness with 
which his request for payment is acted upon is entitled 
to a review by, and if still dissatisfied, to a fair hearing i 
by the medical insurance intermediary. Since the hos- 
pital is paid for the medical insurance services it fur- 





nishes by the same intermediary that makes hospital im | 


surance payments to the hospital, this intermediary is. 
responsible for the review and hearing under medical _ 
insurance. } 

A patient dissatified with a payment for the services : 
of a hospital-based physician is entitled to a review by — 
and, if still dissatisfied, to a fair hearing by the medical 
insurance intermediary to whom the bill for the physi- 
cian’s services was submitted for payment. 

C. Patient protests concerning entitlement to 
health insurance benefits, or the denial; amount, or 
promptness of payment for items or services furnished 
by the hospital under hospital or medical insurance 
should be handled, if simply amenable to explanation 
or correction, by the hospital. If the patient wishes to 
protest the health insurance determination on his re- 
quest for payment or the promptness of payment, he 
should be referred to his social security district office. 
The district office can offer assistance to the benefici- 
ary in determining his appeal rights and can answer 
specific questions about the appeal procedures. The 
district office can also assist the individual in com- 
pleting the necessary forms for requesting reconsidera- 
tion or hearing. 
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Chapter Ill 


ADMISSION PROCEDURES 


300. SUMMARY OF ADMISSION 
PROCEDURES 


The purpose of this section is to give a brief outline 
of routine handling of admissions. Detailed instruc- 
tions on procedures as well as descriptions of special 
situations are given in subsequent sections. 

The first step in preparing the Notice of Admission 
in inpatient cases is to ask the patient for his health 
insurance card. It is very important that the claim 
number on this card be accurately recorded on 
the admission notice since the case cannot be 
processed if the number is missing or incorrect. 

If you cannot get the health insurance 
claim number from the patient, get in 
touch with the social security district 
office for help. 

The second step is to ask the patient if he was 
an inpatient in any hospital or extended care facility 
during the prior 60 days. If he was, ask for additional 
information about the number of days of hospitali- 
zation he has had in the current spell of illness. This 
will indicate how many days of eligibility remain in 
this spell of illness. Your intermediary (or the Social 
Security Administration if you are dealing directly with 
the Government) will make any necessary additional 
verification of these prior stays. 

The third step is to fill in the other items on the ad- 
mission form, have the patient sign the form or the hos- 
pital’s admission record (see §§ 270 ff.), and send the 
information to your intermediary or the social security 
office if you deal directly. 

Your intermediary will check the Social Security Ad- 
ministration central record, then send you a reply giv- 
ing the patient’s remaining days of eligibility and de- 
ductible status so that you can prepare the billing form. 

In outpatient cases you will go through the same 
_ steps of asking for the health insurance card to estab- 
lish whether the patient is entitled under Part A and 
Part B, and to obtain the correct health insurance claim 
number. However, you will send the admission in- 


formation to your intermediary at the same time you 
forward your billing. (See § 420.1 for completing ad- 
mission items for outpatient hospital services. ) 


302. HEALTH INSURANCE CARD 


The Social Security Administration maintains in 
Baltimore, Maryland, the records of all persons entitled 
After entitlement is established, 
each beneficiary is issued a health insurance card by 


to health insurance. 


the Social Security Administration (or in some cases 
by the Railroad Retirement Board) for use in obtain- 
ing hospital insurance benefits, medical insurance 
benefits, or both. 

The health insurance claim number on the card is 
essential in locating the patient’s record when a claim 
for benefit payment is made. No admission notice 
or billing form should be forwarded without the 
correct claim number. Exhibit 1 of this chapter 
shows the health insurance cards and briefly explains 
the numbering system as an aid in recognizing valid 
numbers. 

The hospital should ask each patient who gives his 
age as 65 or more for his health insurance card to de- 
termine his health insurance entitlement status and ob- 
tain the correct health insurance claim number. When 
the hospital knows in advance of an impending stay by 
a 65 year-old patient, it should advise him to bring his 
health insurance card when admitted, and suggest that 
he get in touch with the social security district office 
if he does not have one. If a patient already in the 
hospital is within 3 months of age 65 and has not ap- 
plied for hospital insurance entitlement, it will be 
helpful if he, or someone on his behalf, is advised to 
contact the district office. The hospital may wish to 
arrange with the district office to bring such cases 
routinely to its attention. 

A health insurance card is acceptable without a sig- 
nature. However, the patient should be asked to sign 
the card if he has not already done so. 
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302.1 Certificate of Social Insurance Award or 
Temporary Eligibility Notice.—An individual who 
has not yet received his health insurance card may 
present one of the following to indicate his health in- 
surance entitlement status. 

a. Certificate of Social Insurance Award.— 
Health insurance beneficiaries receive a Certificate of 
Social Insurance Award (see exhibit 1B) showing the 
health insurance claim number, dates of entitlement to 
Part A and Part B, and the following statement: 

“This notice may be used if medicare 
services are needed before you receive your 
health insurance card.” 

b. Temporary Eligibility Notice.—Where there is 
a need for immediate medical services, the social se- 
curity district office may issue a temporary health in- 
surance eligibility notice (see exhibit 1C) before a 
Certificate of Social Insurance Award or health in- 
surance card is issued. 

The patient’s name and health insurance claim num- 
ber on these notices should be entered on the admis- 
sion notice. The intermediary will use this informa- 
tion for checking the Social Security Administration 
central record and for replying to the hospital about 
the patient’s days of eligibility and deductible status. 


304. NOTICE OF HOSPITAL (OR MEDICAL) 
INSURANCE UTILIZATION OR EXPLA- 
NATION OF BENEFITS 


If the patient cannot furnish his health insurance card 
or one of the notices described in § 302.1 when ad- 
mitted, he may have a utilization form which shows his 
Form SSA-1533, Notice of Hospital 
Insurance Utilization (see exhibit 2) is mailed to a 
beneficiary shortly after Part A inpatient hospital, ex- 


claim number. 


tended care, or home health benefits have been paid 
on his behalf. Form SSA-1533A, Notice of Medical 
Insurance Utilization (see exhibit 3) is mailed to a 
beneficiary after payment of Part B home health bene- 
fits. An Explanation of Benefits is sent to a benefi- 
ciary by the Part B carrier after payment of a supple- 
mentary medical insurance claim. The beneficiary 
receives a utilization notice after payment on his be- 
half for Part A or Part B outpatient hospital services. 

These forms, if current, may also indicate to the hos- 
pital the patient’s remaining eligibility under hospital 
insurance, or deductible status under supplementary 
medical insurance. However, an admission notice 
must always be sent in inpatient cases regardless 
of the currency of any of these forms. 
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306. CONTACTS WITH SOCIAL SECURITY 
DISTRICT OFFICE TO OBTAIN HEALTH 
INSURANCE CLAIM NUMBERS 


When a patient cannot furnish the health insurance 
claim number, the hospital may request it from the 
social security district office. Ordinarily, the social 
security office will have arranged with the hospital 
for handling these requests. If not, the hospital” 
should get in touch with the office to make such 
arrangements. 

The social security office can also help a benefi- 
ciary replace a lost or destroyed health insurance card. 
306.1 Information Required by Social Security 
District Office.—If the patient’s social security ac- 
count number is available, the district office usually 
requires no additional information to locate the health 
insurance claim number or to determine that the patient 
has not established health insurance entitlement. 

If the patient has ever been employed or self- 
employed, or sought employment, or filed Federal: in- 
come tax returns, he should have a social security 
card. This card contains his social security account 
number which consists of 9 digits, 000-00—0000, but 
does not have the letter prefix or suffix which distin- 
guishes the health insurance claim number. (See. 
exhibit 1.) , 

A social security account number without a letter 
prefix or suffix is not sufficient for processing a claim. 

If the account number is not available, the following 
information should be furnished. 

a. The patient’s name and statement as to whether or 
not he ever applied for social security monthly benefits, 
railroad retirement benefits, or for hospital insurance 
benefits ; 

b. If the patient says he applied, the name of the 
person on whose social security account the application 
was based, e.g., his own account or the account of a 
husband or a wife; 

c. The full name of the patient’s father, the maiden 
name of the patient’s mother, and the patient’s date and 
place of birth; 

d. Patient’s address. 

If the hospital cannot give all the identifying infor- 
mation required from the beneficiary, it should furnish 
as much as it has to the social security district office. 


306.2 The Social Security District Office Re- 
ply.—tThe social security office will furnish the health 
If the 
claim number is not available, the office will inform 
the hospital of the action it is taking, i.e., that a claim 


insurance claim number as soon as possible. 


number has been requested from SSA central records, 
that it is developing an application, or that an appli- 
cation is pending. 

If an application for hospital insurance benefits 
is taken as a result of the request to the district office 
for a claim number, or is pending when the hospital re- 
quests a claim number, the office will give the hospital 
the claim number when processing is completed. The 
hospital may then send the notice of admission infor- 
mation to the intermediary (or to the district office 
if the hospital deals directly with SSA). 


308. HOSPITAL ADMISSION WHERE A 
HEALTH INSURANCE CLAIM NUMBER 
IS NOT AVAILABLE AND PATIENT’S 
CONDITION IS CRITICAL OR _ DIS. 
CHARGE IS NEAR 


Occasionally a patient age 65 or older is admitted 
to a hospital in critical condition, a health insurance 
claim number is not available, and there is some ques- 
tion whether he has established health insurance 
entitlement. The normal procedures of contacting the 
social security office may not afford sufficient protec- 
tion of the individual’s benefit rights. In such cases, 
the hospital should have a Form SSA-18, Application 
for Hospital Insurance (or a comparable protective 
statement, see below) completed on the patient’s behalf 
_by an interested person, e.g., a relative who may be 
available. 

If no interested person is available, the hospital ad- 
ministrator or his designee may complete the applica- 
tion. Only as much of the identifying information re- 
quired in Items 1 through 5 on the form as is readily 
available should be completed. It is imperative, how- 
ever, that the form show the patient’s name and that it 
be signed. 

The procedure may also be used where the patient is 

_to be discharged shortly and his claim number is un- 
available. In this situation, the application (or state- 
ment) may be completed either by the patient or by 
someone on his behalf if he is unable to do so. 

The number of instances when this procedure will be 

_used will be quite limited. Supplies of form SSA-18 
will be made available by the social security office. 
Larger hospitals will wish to obtain a small supply. 

Smaller hospitals, however, may find it preferable to 
prepare a statement to be signed by the interested party 
which reads as follows: 

“TI hereby apply on behalf of ______------ 
a for all benefits payable under 
the Social Security Act.” 
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The application or statement must be completed while 
the patient is alive. It is effective upon receipt by the 
Social Security Administration. Therefore, it should 
be submitted or mailed to the social security office on 
the same day it is executed. When it is mailed, the 
postmark date will serve to establish the effective filing 
date with SSA. The social security office will get in 
touch with the individual to obtain any additional in- 
formation necessary to complete the application. 

In the situations discussed above, a request for health 
insurance payment executed in accordance with § 271 
would be appropriate. 


309. INTERMEDIARY REQUESTS TO VERIFY 
PATIENT’S HEALTH INSURANCE CLAIM 
NUMBER 


Where the name and claim number information on a 
notice of admission does not match the central record, 
the intermediary will request the hospital to verify the 
information. (In outpatient cases, the intermediary 
will verify the information on the outpatient billing 
form either with the hospital or the social security 
office. ) 

The hospital should first verify the name and number 
on the admission notice with the patient if he is still in 
the hospital, or, if he has been discharged, check its 
records. If the information submitted was incorrect, 
the hospital should send the corrected information to 
the intermediary. 

If, however, the hospital finds that its information 
identifying the patient is the same as the information 
already submitted on the notice of admission (or out- 
patient billing form), it should contact the social se- 
curity office for assistance. The hospital should in- 
form that office that an admission notice was rejected 
because the name or number submitted did not match 
the Social Security Administration central record. 

After investigation, the social security office will fur- 
nish the hospital with the correct name or number, or 
will confirm that the individual is not entitled to health 
insurance. The hospital should report this informa- 
tion to the intermediary. 


310. NOTICE OF ADMISSION 


When a patient 65 years or older is being admitted 
to the hospital for inpatient services, the hospital will 
complete the admission part of the inpatient hospital 
admission and billing forms. 

There are two forms: SSA—1453, Inpatient Hospital 
Admission and Billing; and SSA-1485, Inpatient Psy- 
chiatric or Tuberculosis Hospital Admission and Bill- 
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ing. The bottom two copies of these forms are the 
admission copies. The top copies are retained for 
billing purposes, while the bottom copies may be de- 
tached and used in furnishing admission information 
to the intermediary. 

Upon completion of the form furnish the notice of 
admission information to the intermediary (or to the 
appropriate Social Security Administration district 
office if the hospital deals with SSA). This informa- 
tion may be forwarded by mail, messenger, or tele- 
phone depending on the arrangements with the inter- 
mediary or the district office. 

The admission notice should not be forwarded before 
the first date-a patient is actually entitled to hospital 
insurance benefits. If a patient enters the hospital 
before the month he becomes age 65, the admission 
notice should not be sent before the first day of the 
month in which he becomes 65. 

310.1 Completing Inpatient Hospital Notice of 
Admission, Form SSA—1453.—Use a typewriter for 
all entries on the forms, and show month, day, and 
year in 6-digit numbers, e.g., 07/01/66. (See exhibit 
4 for a sample of the inpatient admission notice.) 
Item 1. Patient’s Name. Enter the patient’s name. 
It should be the same as that shown on his health 
insurance card with the last name first. 

Item 2. Health Insurance Claim Number. Enter 
the patient’s health insurance claim number as shown 
on his health insurance card, certificate of award, 
utilization notice, temporary eligibility notice, or as 
reported by the social security office. 

Item 3. Patient’s Address. “Enter the patient’s mail- 
ing address. 

Item 4. Date of Birth. Enter the patient’s date of 
birth. If the date of birth is unknown, transmit the 
notice of admission without the date of birth. If only 
the year of birth is known, show that year. While the 
date of birth is useful as identification and should be 
shown when available, an admission notice will be 
processed without the date of birth. 

Item 5. Sex. Enter “X” in the appropriate block. 
Items 6 and 7. Hospital Identification. Enter the 
name and address of the hospital and the hospital’s 
assigned health insurance provider number. This in- 
formation may be preprinted on all copies of the hospi- 
tal’s supply of these forms. 

Item 8. Medical Record Number. Make no entry 
unless the hospital is presently assigning such num- 
bers for its own filing purposes. 1 

Item 9. Attending Physician. Enter the name of 
the attending physician. Show his address only if 
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your intermediary requires that an address be sho 
Item 10. Date of This Admission. Enter the dat 
of this admission. Enter the actual date of admission 
even where the effective date of entitlement is a late: 
date. For example, where a patient entered a hospital 
on March 24, 1967, and will be entitled to hospital 
insurance on April 1, 1967, enter the actual admission 

date, 03/24/67. However, do not forward the Notice 
of Admission before the patient’s entitlement date of 

April 1, 1967. 7 
Item 11. Prior Stay Information. Enter the name 

and address of any hospital (including your own), or 

extended care facility, from whic. the patient says he 

was discharged as an inpatient within the last 60 days. 

If the patient has a Notice of Hospital Insurance Utili- 

zation showing a prior stay, give the dates shown. If 

the prior stay was in your hospital, enter “SAME” and 

the dates of the prior stay. 

A recent prior admission or discharge may indicate 
whether the patient has limited or no eligibility in the 
current spell of illness, whether the $40 inpatient or 
whole blood deductibles apply to this hospital stay, 
or whether the coinsurance provision will be in effect. 

Inpatient benefits are related to a spell of illness and, 
once begun, a spell of illness cannot end until an indi- 
vidual has not been an inpatient of a hospital or ex- 
tended care facility for 60 consecutive days beginning 
with the day of last discharge. An inpatient stay in a 
hospital or extended care facility continues a spell of 
illness and prevents the start of a new spell of illness 
with the current admission. 

The information furnished by the hospital on the 

admission notice will be checked against the patient’s 
central record and the intermediary’s record. If fur- 
ther investigation is necessary, e.g., the date of prior 
discharge is not recorded on the patient’s utilization 
record, or the prior-stay institution was a nonpartici- 
pating provider, the intermediary will verify the prior 
dates of stay. 
Item 12. Payment Source. Check the appropriate 
box(es) to identify who will pay any charges that will 
not be paid for under the health insurance program. 
This item may be completed either at the time of ad- 
mission or when billing. More than one source may 
be checked, if it applies. If the hospital will not bill 
anyone for expenses not reimbursable under the pro- 
gram, the item need not be completed. 

When some or all of the charges are payable under 
a federally supported assistance program of the Social 
Security Act, identify the public agency in addition to 
checking the box. Enter the agency’s name and 
address, and the patient’s case number, if available. - 
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The intermediary may find it necessary to forward a 
copy of the form to the public agency. 

Item 13. Patient's Certification and Payment Re- 
quest. Have the patient or his authorized representa- 
tive read the statement on the form or the statement in 
the hospital admission record if the hospital uses the 
alternate signature procedure (see §§ 270 ff.). If the 
hospital obtains the signature on its own form, the 
signature line of the original of form SSA—1453 should 
be stamped to indicate that the “Patient’s request for 
payment is on file.” If the signature is obtained on 
form SSA-1453, it is sufficient if it is legible only on 
the original. | 

If the patient cannot sign his name because of his 
physical or mental condition, another person may sign 
on his behalf; e.g., John J. Jones by Jack A. Smith. In 
certain situations, a hospital representative may sign 
on behalf of the patient. (See § 271 for who may file 
a payment request.) 

Briefly explain why the patient himself did not sign 
the form and show the relationship of the signer to 
the patient. Retain the explanation in the hospital’s 
file if the signature is obtained on the hospital’s own 
record. If the signature is on form SSA-—1453, the 

explanation should accompany or be' included on the 
billing form. 
. The statement should be read to a patient who signs 
by mark. A signature by mark should be witnessed 
by a person who knows the patient. Enter the name 
and address of any person witnessing a signature by 
mark. 
Item 14. Admitting Diagnosis. Enter the admitting 
diagnosis as furnished by the physician. List the pri- 
mary condition first. Enter an “X” in the checkbox 
to indicate whether or not the condition was employ- 
ment related. If the condition is known to be employ- 
ment related, show the name and address of the 
employer. (See §§ 289 ff. for effects of workmen’s 
compensation involvement.) 
310.2 Completing Admission Information on 
Inpatient Psychiatric or Tuberculosis Hospital 
Admission and Billing, Form SSA—1485.—The 
items on the admission portion of the form SSA—1485 
are like those for the inpatient form, SSA—1453, except 
for items 10, 11; and 12. These are designed to show 
the dates an individual was receiving active treatment 
or necessary inpatient psychiatric diagnostic services 
in a participating hospital meeting the special require- 
ments for psychiatric or tuberculosis hospitals. They 
also call for the special information needed to deter- 
mine whether an inpatient stay in the 90-day period 


before the patient’s entitlement to hospital insurance 
counts against the 90 days available to him in his first 
spell of illness. (See exhibit 5.) 

Item 10. Admitted for Active Care. This is the 
date the patient was admitted for active treatment or 
for a medically necessary inpatient diagnostic study. 
This will ordinarily be the day on which the patient is 
admitted to the hospital (or qualifying distinct part of 
the hospital) which is equipped for such treatment or 
diagnostic services, even though the actual treatment or 
diagnostic procedures did not begin until a later date. 
Item 11. Prior-Stay Information. Show the name 
and address of any hospital (including your own), or 
extended care facility, in which the patient received care 
during the last 60 days. See the explanation of the 
effect of prior stays under item 11 of the inpatient 
notice of admission in § 310.1 above. 

Where the patient was in your hospital, but not in 
the part of the hospital which has been certified as 
meeting the definition of a psychiatric or tuberculosis 
hospital, show “this hospital—stay before admission to 
active care from (date) to (date).” 

Item 12. Name and Address of Any Psychiatric or 
Tuberculosis Institution Which Furnished In- 
patient Services at Any Time During the 90-Day 
Period Preceding Effective Date for Hospital In- 
surance. This is the name and address of any 
psychiatric or tuberculosis institution which furnished 
inpatient services in the 90-day period preceding the 
patient’s effective date for hospital insurance entitle- 
The effective date of the patient’s entitlement to 
hospital insurance is shown on his health insurance 
card. If the institution named is your own hospital: 

(a) If it is a stay in your hospital or part of your 
hospital which meets the definition of a psychiatric or 
tuberculosis hospital, show “this hospital—from 
(date) to (date) .” 

(b) If the stay was in that part of your hospital 


ment. 


which does not meet the definition of a psychiatric or 
tuberculosis hospital, show “this hospital—not for 
active care from (date) to (date).” 


315. CONTENTS OF INTERMEDIARY REPLY 
TO NOTICE OF ADMISSION 


The reply to the notice of admission will be fur- 
nished by the intermediary to the hospital according to 
prior arrangements. If the hospital deals directly with 
the Social Security Administration, it will receive a 
form reply to the notice of admission from Bureau of 
Health Insurance, Direct Reimbursement. The con- 
tents of the reply will be based on the intermediary’s 
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query of the SSA central record for eligibility informa- 
tion, and any necessary investigation of prior inpatient 
stays. 

The “Report of Eligibility” part of the inpatient ad- 
mission and billing forms (see exhibit 4) may be 
used as a reply to the admission notice, where it is 
received by the intermediary as part of the admission 
notice. Whether the reply is given by telephone, 
mail, or wire to the hospital, it contains eligibility 
information similar to the content of the “Report of 
Eligibility” part of the admission notice. An explana- 
tion of the eligibility information in the “Report of 
Eligibility” is outlined below: 

A. Effective Date—Hospital Insurance. The month, 
day, and year of patient’s entitlement to hospital 


insurance benefits (Part A) will be shown. If not en- 
titled, the entry will so indicate. 
B. Effective Date—Medical Insurance. This will 


show the month, day, and year of the patient’s entitle- 
ment to medical insurance (Part B). The entry will so 
indicate if the patient is not entitled to Part B benefits. 

C. Hospital Days Remaining. The number of in- 
patient days for which payment can be made in full 
will be shown in the “FULL” block. The number of 
inpatient days for which the patient is responsible for 
coinsurance payments will be shown in the “COIN- 
SURANCE” block. 

D. Medical Plan Deductible. The status of this de- 
ductible will be indicated by a checkmark in the block 
designated “MET” or “NOT MET.” If the deductible 
is not met, the amount remaining to be met will not be 
shown. 

E. Remaining Inpatient Deductible. The dollar 
amount of the $40 inpatient deductible yet to be met for 
the current spell of illness will be shown. Where it has 
been met, “NONE,” will be entered. 

F. Pints Remaining—Blood Deductible. This will 
show the number of pints of blood needed to satisfy 
the whole blood deductible for the current spell of 
illness. Where applicable, “NONE” will be shown. 

G. ECF Days Remaining. For informational pur- 
poses, the number of inpatient extended care facility 
days available for the current spell of illness will be 


Where applicable, “NONE” will be shown. 
H. HHA Visits Remaining—Hospital Insurance and 


shown. 
Medical Insurance. For informational purposes the 
number of home health visits remaining for hospital 
insurance will be shown. Medical insurance visits re- 
maining will not be routinely shown in replying to 
hospital notices of admission. 
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I. Psychiatric Days Remaining. This informatio 
will be shown where the admitting hospital is a psychi- 
atric hospital. It will show the number of days re- 
maining toward the 190-day lifetime limitation on in-] 
patient psychiatric services. : 

J. Open Item Information. The information in this 
block will be completed by the intermediary when veri- 
fying reports of open items (admissions recorded in 
SSA central records, but not closed out by processing 
of a bill). 

Where there is an open item reported from the SSA 
central record to the intermediary or Bureau of Health 
Insurance, Direct Reimbursement, either the intermedi- 
ary or Direct Reimbursement will contact the “open 
item” provider to verify the stay, the date of the prior 
discharge, and status of the bill. The intermediary 
will use this information in computing the remaining 
days of eligibility. 

Remarks. Any necessary explanation of eligibility 
information will be shown. This will include correc- 
tions in the name or health insurance claim number 
the hospital reported. When changes of this sort are 
shown, the name and claim number information on 
the billing form should be changed accordingly. 

If name and claim number information did not 
match, the intermediary will request the hospital to 
verify. See § 309 for the action to be taken by the 
hospital. 

The hospital may also be requested to verify reports 
of death shown in the patient’s central record. 


320. RETROACTIVE ENTITLEMENT 


When an application for social security benefits is 
filed by a person over 65 years of age, he may inform 
the social security office that he received hospital serv- 
ices in the retroactive period of up to 12 months for 
which he may be entitled to benefits. Payment for 
the hospital services received in this period is possible 
(see § 120). The social security office will tell the 
individual to get in touch with the hospital. In these 
cases, follow the notice of admission procedure to ob- 
tain a report of eligibility from your intermediary be- 
fore billing. If the patient had paid the hospital, the 
hospital should refund the appropriate amount. 


325. INITIATING NOTICES OF ADMISSION 
WHERE NO PAYMENT WILL BE MADE 


Section 450 explains that hospitals are to submit in- 
patient billing forms even when benefits are exhausted 
or are not payable for some other reason. In most 
such cases, notices of admission will have been initiated - 


as a normal course of hospital procedure to determine 
the patient’s eligibility. However, there will be some 
situations where, at admission, the individual tells 
you that benefits have been exhausted in the current 
spell of illness, or he presents a Notice of Hospital 
Insurance Utilization which indicates this. The hos- 
pital should nevertheless initiate a notice of admission. 
This notice will serve to verify the information and 
assure that the patient has in fact no remaining 
eligibility. 

The notice of admission is also essential for process- 
ing the billing form to be submitted in accordance 
with § 450. . 

Notices of admission should also be initiated where 
no payments can be made because of the following: 
Workmen’s compensation paid or can be expected to 
pay the entire bill; services are not covered; the in- 
patient deductible is not met; the inpatient psychiatric 
and tuberculosis restriction (§ 217) fully reduces the 
inpatient benefit days available from 90 to none; pay- 
ment will be made by a National Institutes of Health 
grant; or, the patient has refused to request payment. 

Where the patient refuses to request payment and 
does not furnish his health insurance claim number, the 
hospital should attempt to get the claim number from 
(See § 306.1 for the infor- 
mation that office needs to locate the claim number. ) 


330. NOTICES OF ADMISSION FOR EMER- 
GENCY SERVICES IN NONPARTICL 
PATING HOSPITALS 


Nonparticipating hospitals will use Form SSA-1453, 


the social security office. 


Inpatient Hospital Admission and Billing as a notice of 
admission and to bill for covered emergency services. 
(Use Form SSA-1483, Outpatient Hospital Billing, for 
emergency outpatient services.) Where a patient is ad- 


mitted for emergency services (see § 201.1), the admis- 


sion portion of form SSA-1453 should be completed, 
and the bottom two copies detached and sent to the so- 
cial security district office. Items 1 through 14 of the 
form are to be completed according to § 310.1. The 
words “EMERGENCY ADMISSION” should be typed, 
or printed with a ball point pen, in the right-hand por- 
tion of Item 12 (Payment Source for Charges to 
Patient) of the form. 

The district office will transmit the admission notice 
to Social Security Administration central records. (If 
the hospital has not been assigned an identification 
number as a provider qualified to furnish emergency 
services, the district office will request the SSA regional 
office to determine the hospital’s status and assign an 
emergency provider number if it qualifies.) A reply 
to the admission notice giving the patient’s eligibility 
status will be mailed directly to the hospital by the 
Bureau of Health Insurance, Direct Reimbursement 
Branch. 

When claiming payment, the hospital completes the 
remainder of form SSA—1453 and sends it, with a copy 
of the eligibility reply and supporting documentation 
(see §§ 202 ff.), to the social security district office. 


399. EXHIBITS 


Exhibit 1A. Health Insurance Cards and Claim 
Numbers. 

Exhibit 1B. Certificate of Social Insurance Award. 

Exhibit 1C. Temporary Notice of Eligibility. 

Exhibit 2. Notice of Hospital Insurance Utilization 
(Form SSA-1533). 

Exhibit 3. Notice of Medical Insurance Utilization 
(Form SSA-1533A). 

Exhibit 4. Inpatient Hospital Admission and Billing 
(Admission Copy)—Form SSA-1453. 

Exhibit 5. Inpatient Psychiatric or Tuberculosis 
Hospital Admission and Billing (Admission Copy)— 
Form SSA-1485. 
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EXHIBIT I-A 





HEALTH INSURANCE CARDS 











Insurance Health @@) Insurance 







Re 2 Sass 
SOCIAL SECURITY ACT 
NAME OF BENEFICIARY 


JANE Q. DOE 


RAILROAD RETIREMENT BOARD 











NAME OF BENEFICIARY 





















CLAIM NUMBEg Et 
E CLAIM NUMBER SEX 
FEMALE A-000-00-00 i 
i EFFECTIVE DATE SES Sed Biss ECTIVE DATE 
Je  7-1-66 HOSPITAL INSURAE RY -66 
- MEDICAL INSORS&N ~ 7=1-66 MEDICAL INSURANCE “ -1-66 
SIGN dé oon 


HERE 








































. Carry your card with you when you are away from home. 

2. Let your hospital or doctor see your card when you require 
hospital, medical or health services under “Medicare.” 

3. Get in touch with your social security office if you have 
questions about your rights under “Medicare.” 

4. Your card is good wherever you live in the United States. 


WARNING: Issued for the sole use of the holder designated 
hereon. Intentional misuse of this card is unlawful and will 
make the offender liable to penalty. 


. Carry your card with you when you are away from home. 
2. Let your hospital or doctor see your card when you require 
hospital, medical or health services under “Medicare”. 

3. Get in touch with your Railroad Retirement Board office if 
you have questions about your rights under “Medicare.” 

4. Your card is good wherever you live in the United States. 
i oul in Canada, write to the Railroad Retirement 

oard. 


WARNING: Issued for the sole use of the holder designated hereon. 
Intentional misuse of this card is unlawful and will make the offender 
liable to penalty. 
PROPERTY OF UNITED STATES GOVERNMENT. 
IF FOUND DROP IN NEAREST U.S. MAIL BOX. 
Return to: RAILROAD RETIREMENT BOARD 
844 Rush Street, Chicago, Illinois 60611 


















PROPERTY OF UNITED STATES GOVERNMENT. 
IF FOUND DROP IN NEAREST U.S. MAIL BOX. 
Return To: SOCIAL SECURITY ADMINISTRATION 


Baltimore, Maryland 21235 
FORM SSA-1966 (7-66) 



















Form G-43 (2-66) 





Back Back 















HEALTH INSURANCE CLAIM NUMBERS 


Most HI claim numbers are 9 digits with a letter or letter and numeral suffix; e.g., 000-00-0000B or BI: 
They may also be 6-or-9-digit numbers with lettered prefixes; e.g., A000000, A-000-00-0000; or WD-000000, 
WD-—-000-00-0000. Numbers with one or more letter prefixes identify Railroad Retirement Board annuitants. 


Possible suffixes are: 


A, B, Bl, B2, B3, B4, BS, B6, or B9 
Cl, C2, C3, C4, C5, C6, C7, C8, or C9 

D, Dl, D2, D3, D4, D5, Dé, or D7 

E, El, E2, or E3 

Fl, F2, F3, F4, F5, F6, F7, or F8 

HB, HBl, HB2, HB3, HB4, HBS, HB6, or HB9 

HCl, HC2, HC3, HC4, HC5, HC6, HC7, HC8, or HC9 


Jl, J2, J3, J4 (For subscripts "3" and ''4" there can be no 
entitlement to hospital insurance benefits. 

Kl, K2, K3, K4 Supplementary medical insurance entitlement 
may exist for all J and K suffixes.) 


M, Ml, and T (Suffix letter 'T'" indicates entitlement to hospital or 
hospital and medical insurance; letters M and Ml 
indicate that the patient is eligible for supplementary 
medical insurance benefits but not for hospital 
insurance benefits.) 












When the status of a beneficiary changes, it is possible for the suffix of his claim number to change. 
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EXHIBIT 1-B 


ee 








DISTRICT OFFICE DEPARTMENT OF CLAIM NUMBER 


HEALTH, EDUCATION, AND WELFARE 
SOCIAL SECURITY ADMINISTRATION 


Certificate of Sorial Insurance Award 


PAYMENT CENTER: DATE: 


THIS IS TO CERTIFY THAT THE PERSON(S) NAMED BELOW BECAME ENTITLED TO THE INSURANCE BENEFITS SHOWN, 
PAYABLE UNDER TITLE II OF THE SOCIAL SECURITY ACT. 


NAME AND ADDRESS OF PAYEE AS THE CLAIMANT DATE OF MONTHLY AMOUNT OF 
OR AS REPRESENTATIVE OF THE CLAIMANT ENTITLEMENT BENEFIT FIRST CHECK 


is A 


TYPE OF BENEFIT: 


The right to receive social security benefits carries with it certain responsibilities. They are explained in the enclosed 


booklet. Read this booklet carefully. Be sure that you understand clearly what you canexpect by way of benefits, and 


ROBERT M. BALL 
COMMISSIONER OF SOCIAL SECURITY 







NOTICE: If you believe that this determination is not correct, you may request 
that your case be reexamined. If you want this reconsideration, you must request 
it not later than 6 months from the date of this notice. You may make any such 
request through your social security office. If additional evidence is available, 


you should submit it with your request. 








oe KEEP AS A PERMANENT RECORD—DO NOT DESTROY 
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EXHIBIT 1-C | 


ee SS 


TEMPORARY NOTICE OF ELIGIBILITY 


District Office Address: 


Dear : 


Based on the information you have given to the Social Security Administration 
you will be eligible for hospital insurance benefits beginning (mo. 


e and for a nomiieene medical insurance benefits beginning 
e Your eligibility will continue for 
50 — from the date aher at the top of this notice unless you are notified 


otherwise during the 60-day period. 


To obtain medical services before you receive your card, show this letter to 
your hospital or doctor but keep the letter with you. This temporary notice 
of eligibility is to be used only by the person to whom it is addressed. 
Misuse is unlawful and will make the offender liable to a penalty. 


This letter should be destroyed as soon as you receive your health insurance 
card or other notice concerning your eligibility. 


Sincerely yours, 


Robert M. Ball 
Commissioner of Social Security 


IMPORTANT 


When services are provided on the basis of this notice, all bills or 
correspondence with an intermediary or the Social Security Administration 
should show the patient's social security claim number. 
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EXHIBIT 2 


Ss EE a a LS EE a 


NOTICE OF HOSPITAL INSURANCE UTILIZATION, SSA-1533 


DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


SOCIAL SECURITY ADMINISTRATION 
BALTIMORE, MARYLAND 21235 


NOTICE OF HOSPITAL INSURANCE UTILIZATION 


NAME AND ADDRESS OF THE BENEFICIARY 
OR REPRESENTATIVE OF THE BENEFICIARY 


7 


DATE: 
HEALTH INSURANCE CLAIM NUMBER: 


(ie 


The bill for HOSPITAL INSURANCE services described below was recently submitted under your 
health insurance claim number and recorded to your account. 








DATES COVERED BY BILL 
TYPE OF SERVICES NUMBER OF HOME HEAL TH 


VISITS INCLUDED 








Institution or agency ) 


> 


providing services f 


Office which handled 
your claim { 


For each spell of illness, your HOSPITAL INSURANCE under Medicare pays the costs of all covered 
services, with certain exceptions. These are the exceptions for this bill: 


RECORD OF ADDITIONAL BENEFITS AVAILABLE 


As of the date of this notice, your record of inpatient hospital and extended care benefits for the spell of 
illness involved and your record of home health benefits is as follows: 


INPATIENT HOSPITAL DAYS EXTENDED CARE FACILITY DAYS HOME HEALTH VISITS 


USED THIS USED 
USED THIS USED BEL RINITe USED THIS USED Annee REMAINING 











BILL TO DATE BILL TO DATE BILL TO DATE 


If you have to use HOSPITAL INSURANCE services again, please take this latest notice with you and 
show it, along with your Health Insurance card, to the agency or institution furnishing the services. 


Commissioner of Social Security 
PLEASE READ THE OTHER SIDE OF THIS NOTICE FOR IMPORTANT INFORMATION. 
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EXHIBIT 3 





NOTICE OF MEDICAL INSURANCE UTILIZATION, SSA-I533A 


Form SSA-1533A 6-66) DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


SOCIAL SECURITY ADMINISTRATION 
BALTIMORE, MARYLAND 21235 


NOTICE OF MEDICAL INSURANCE UTILIZATION 


NAME AND ADDRESS OF THE BENEFICIARY 
OR REPRESENTATIVE OF THE BENEFICIARY 


5 


DATE: 
HEALTH INSURANCE CLAIM NUMBER: 


a ea 


The bill for MEDICAL INSURANCE services described below was recently submitted under your health 
insurance claim number and recorded to your account. 


DATES COVERED BY BILL NUMBER OF HOME HEALTH 


TYPE OF SERVICES 
FROM TO VISITS INCLUDED 


Institution or agency 
furnishing services 


Office which handled 
your claim 


Each year, as soon as your covered medical expenses go over $50, your MEDICAL INSURANCE will pay 
80 percent of the reasonable costs or charges for all additional covered services for the rest of the year. 
The computation of MEDICAL INSURANCE benefits for this bill is shown below. 





TOTAL COVERED AMOUNT TOWARD 20% PAYABLE BY TOTAL PAYABLE 
CHARGES $50 DEDUCTIBLE BENEFICIARY BY BENEFICIARY 


STATUS OF MEDICAL INSURANCE RECORD 


As of the date of this notice, the status of your MEDICAL INSURANCE record is as follows: 


Robert M. Li 
Commissioner of Social Security 


PLEASE READ THE OTHER SIDE OF THIS NOTICE FOR IMPORTANT INFORMATION. 
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EXHIBIT 4 


THE ADMISSION COPY OF THE INPATIENT HOSPITAL ADMISSION AND BILLING FORM 


DEPARTMENT OF 
;) HEALTH, EDUCATION, ANO WEL! 


SOCIAL secuniTy Aomiistraion. INPATIENT HOSPITAL ADMISSION AND BILLING Comtnneed 
HOSPITAL INSURANCE BENEFITS—SOCIAL SECURITY ACT Budget Bureau 


No. 72-R734 
1. PATIENT'S LAST NAME ; FIRST NAME 2. HEALTH INSURANCE CLAIM NUMBER 
' 


' 
1. 
3. PATIENT'S ADDRESS (Street number, City, State, Zip Code) . 4. DATE OF BIRTH S. SEX 
eS | Bigat 1B 


2S 
9. NAME AND ADDRESS OF ATTENDING PHYSICIAN 











6. HOSPITAL NAME AND ADDRESS 7. PROVIDER NO. 





8. MEDICAL RECORD NO. 





10. DATE OF THIS ADMISSION a fovea, apt antes OF ANY INSTITUTION FROM WHICH DISCHARGED DURING LAST 60 DAYS (If this hospital, 
ve dates of stay 





ee 
12. PAYMENT SOURCE FOR CHARGES TO PATIENT 


SELF OR BLUE CROSS PUBLIC AGENCY 
FAMILY BLUE SHIELD (Give name) 


PRIVATE EMPLOYER OJ OTHER (Explain) 
INSURANCE OR UNION 


13. PATIENT'S CERTIFICATION: AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST. I certify that the 
information given by me in applying for payment under Title XVIII of the Social Security Act is correct. I authorize release of all records 
required to act on this request. I request that payment of authorized benefits be made on my behalf. 


SIGNATURE (Patient or authorized representative) (Signature by mark must be witnessed) | DATE 


14. ADMITTING DIAGNOSIS 
EMPLOYMENT O YES [no If yes, give name and address 
RELATED of employer 











REPORT OF ELIGIBILITY 








J. Open Item Information 


. Effective Date - Hospital Insurance Z 
1. Intermediary 





. Effective Date - Medical Insurance 





we Coinsurance 
. Hospital Days Remaining 





D. Medical Plan Deductible |] Not Met 





. Remaining inpatient 
Deductible 


. Pints Remainin 
Blood Deductible 








: 2. Provider 
. ECF Days Remaining 





Hospital ; Medical 
. HHA Visits remaining Insurance Insurance 
4 





I. Psychiatric Days Remaining 





Remarks 





3. Date Admitted 


4. Date Discharged 


Intermediary Approval — Be 


rorm SSA-1453 (4-66) ADMISSION COPY 
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EXHIBIT 5 


THE ADMISSION COPY OF THE INPATIENT PSYCHIATRIC OR TUBERCULOSIS HOSPITAL 
ADMISSION AND BILLING FORM 


DEPARTMENT OF HEALTH, EDUCATION, AND WELPARE 
SOCIAL SECURITY ADMINISTRATION 
S 


INPATIENT PSYCHIATRIC OR TUBERCULOSIS HOSPITAL ADMISSION AND BILLING — Approved. 


HOSPITAL INSURANCE BENEFITS - SOCIAL SECURITY ACT Ream abeae 


- PATIENT'S LAST NAME ; FIRST NAME “paste 2. HEALTH INSURANCE CLAIM NUMBER 





. PATIENT'S ADDRESS (Street number, City, State, Zip Code) 4. DATE OF BIRTH 8. SEX 


H ' (]™ Cle 


- HOSPITAL NAME AND ADDRESS 7. PROVIDER NO. 9. NAME AND ADDRESS OF ATTENDING PHYSICIAN 
8. MEDICAL RECORD NO. 


« AOMITTED TO ACTIVE CARE| 11. NAME AND ADDRESS OF ANY INSTITUTION including this institution) IN WHICH PATIENT RECEIVED IN- 
' : PATIENT CARE OURING LAST 60 DAYS (If this hospital, give dates of stay) 
! ! 
' | 


12. NAME AND ADDRESS OF ANY PSYCHIATRIC OR TUBERCULOSIS INSTITUTION WHICH FURNISHED INPATIENT SERVICES AT ANY TIME DURING 
90 DAY PERIOD PRECEDING EFFECTIVE DATE FOR HOSPITAL INSURANCE (If this hospital, give dates of stay) 


13, PAYMEN T SOURCE FOR CHARGES TO PATIENT 


(SELF oR [BLUE cross (rustic asency 
FAMILY BLUE SHIELD (Give name) 


Insunance  (_] Sw’ uwron (7) other (Explain) 


——S})S SSS 
14. PATIENT'S CERTIFICATION: AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST, I certify that the information 
given by me in applying for payment under Title XVIII of the Social Security Act is correct. I authorize release of all records required to 
act on this request. I request that payment of authorized benefits be made on my behalf. 


SIGNATURE (Patient or authorized representative) (Signature by mark must be witnessed) DATE 


18. ADMITTING OR CURRENT DIAGNOSIS EMPLOYMENT RELATED (J ves (No (If yes, give name and address of employer.) 


REPORT OF ELIGIBILITY 


J. Open Item Information 


Effective Date — Hospital Insurance ‘ 
1. Intermediary 


Effective Date — Medical Insurance 
Full Coi 

Hospital Days Remaining ve fas ces ea 

Medical Plan Deductible [__] Met [__] Not Met 


Remaining Inpatient Deductible 


Pints Remaining Blood Deductible 


2. Provider 


ECF Days Remaining 


1 Medical 
HHA Visits Remaining I | Insurance 


Psychiatric Days Remaining 


Remarks 


3. Date Admitted 


4. Date Discharged 


INTERMEDIARY APPROVAL 


rorm SSA- 1485 (4-06) ADMISSION COPY 
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Chapter IV 


BILLING PROCEDURES 


Section 
TE CRG SONETAL cic. eos gg ots dn + « david sie wabbiedd ae aw Odds sae 400 
Inpatient Hospital Admission and Billing (Form SSA-1453).................... 402 
Completion of Billing Items on the Form SSA-1453....................... 402. 1 
Mees tREG HOSDIT AIS oo cess ns aye » ces 4 aso e Detiaang ue tale Bb ethos 402. 2 
Disposition of Copies of Completed Forms SSA-1453...................-.. 402. 3 
Inpatient Psychiatric or Tuberculosis Admission and Billing (Form SSA-1485).... 410 
Completion of Billing Items on the Form SSA-1485....................... 410. 1 
AE PMISIM MOIR ATC-LLOBPIt Als 0. oveee ceosce view sraesia Wipnela nous we ena eigen scape wos atinayonn 410. 2 
Disposition of Copies of Completed Forms SSA-1485..................60.. 410. 3 
Explanation of Accommodation Furnished (Form SSA-1484)................... 412 
Completing Items on the Form SSA-1484. 2.0.0.0... 0.0 ccc eee eee 412.1 
Outpatient Hospital Billing (Form SSA-1483)........................005- £ frat 420 
amenlerme Items on Form SSA-1483.... .. . ace. os ae eo nee yee cg ene 420. 1 
Disposition of Copies of Completed Forms SSA-1483...................... 420. 2 
Provider Billing for Patient Services by Physician (Form SSA-1554)............. 430 
eeenmeree items on Form SSA-1554...........0. 0.500 lee eee ee ee ees 430. 1 
SRPEERREEIEEECE OID SOA PODS. wt eg a wo «DR tes aims npenecnee Palas wigielnuat. 430. 2 
Description of “Item-by-Item” and Optional Methods for Physicians’ Com- 
ce iS nelle alle eh fons a one e Temraneenen nets a aaras 430. 3 
Procedure for Submitting Inpatient Billing in No-Payment Cases................ 450 
Procedure for Submitting Corrected Bills...............0.0 0... cece eee eee, 460 
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DEPARTMENT OF 
:) HEALTH, EDUCATION, AND WELFARE 





SOCIAL secuRiTY ApMINistRATION [NPATIENT HOSPITAL ADMISSION AND BILLING Form Approved. 
HOSPITAL INSURANCE BENEFITS—SOCIAL SECURITY ACT budge ee 









1. PATIENT'S LAST NAME FIRST NAME 2. HEALTH INSURANCE CLAIM NUMBER 


! 
f 
! 
3. PATIENT'S ADDRESS (Street number, City, State, Zip Code) 










4. DATE OF BIRTH 5. SEX 
: a Mig ee 
_ 4 


9. NAME AND ADDRESS OF ATTENDING PHYSICIAN 








6. HOSPITAL NAME AND ADDRESS 7. PROVIDER NO. 





8. MEDICAL RECORD NO. 








10. DATE OF THIS ADMISSION 115 Pes fo aor Gite Na OF ANY INSTITUTION FROM WHICH DISCHARGED DURING LAST 60 DAYS (If this hospital, 
give dates of stay. : 
! 








12. PAYMENT SOURCE FOR CHARGES TO PATIENT 


SELF OR BLUE CROSS PUBLIC AGENCY 

FAMILY BLUE SHIELD (Give name) 

PRIVATE EMPLOYER i OTHER (Explain) f 
INSURANCE OR UNION 








13. PATIENT’S CERTIFICATION: AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST. I certify that the 
information given by me in applying for payment under Title XVIII of the Social Security Act is correct. I authorize release of all records 
required to act on this request. I request that payment of authorized benefits be made on my behalf. 








SIGNATURE (Patient or authorized representative) (Signature by mark must be witnessed) | DATE 


14. ADMITTING DIAGNOSIS 











EMPLOYMENT If yes, give name and address 
RELATED L) ves [Jno of employer 
15. DISCHARGE DIAGNOSES OR CURRENT DIAGNOSES (Primary illness and secondary or complicating illnesses) Do not this space 











16. SURGICAL PROCEDURES (Related to primary illness and other—Show date of each) 





NON-COVERED 18. STATEMENT COVERS PERIOD 


17. STATEMENT OF SERVICES RENDERED TOTAL 
SS ee ee CHARGES 


ACCOMMODATION DAYS RATE Se etn a! 


A. 1-Bed 
B. 2-3-4 Bed 
C. 5 or more Beds 














D. Intensive Care 


eee 
E. Self Care aah 
OT 


F. WHOLE |PINTS N CHARGE 
BLOOD |FURNISHED |REPLACED |PER PINT 









St, DISCHARGED 23. pis DISCHARGED OR 
DIED 





PATIENT 


STILL ! 

£ CL DIED a | 

| yj Ot 
24. COMPUTATION OF INTERIM PAYMENT 





G. Operating Room 
H. Pharmacy 

I. Laboratory 

J. Radiology 

K. Medical, Surgical and Central Supplies 
L. Anesthesia 

M. Inhalation Therapy 

N. Other (Describe) 





ome TOTALS 
P. Inpatient Deductible Reimbursement Amount $ 
Q. Blood deductible Pts. @ FOR INTERMEDIARY USE 





R. Coinsurance 25. VERIFIED PRIOR STAY DATES PROVIDER NO. 


S. TOTAL DEDUCTIONS 


I certify that the required physician’s certification and recertifications are on file. 
26. SIGNATURE OF HOSPITAL REPRESENTATIVE DATE FORWARDED 27. APPROVED BY DATE 





FORM SSA-1453 (4-66) 


400. BILLING PROCEDURES—GENERAL 


The forms used by hospitals for billing are: 

SSA-—1453—Inpatient Hospital Admission 
and Billing, is used to bill for inpatient services in a 
participating hospital unless the hospital meets the 
special qualifications for a psychiatric or tuberculosis 
hospital described in §§ 203-205. If inpatient care is 
given for a psychiatric or tubercular condition in a 
general hospital the form SSA-1453 is used. 

SSA—1485—Inpatient Psychiatric or Tuber- 
culosis Hospital Admission and Billing, is used by 
hospitals that meet the special requirements for par- 
ticipation as a psychiatric or tuberculosis hospital. 

SSA-1483—Outpatient Hospital Billing, is 
used to bill for outpatient services whether such serv- 
ices are covered under hospital (Part A) or medical 
(Part B) insurance. Where a psychiatric or tuber- 
culosis hospital maintains an outpatient department, its 
services will likewise be billed on form SSA-1483. If 
a hospital maintains an ambulance service, and the 
use of an ambulance met the requirements described in 
§ 240.4, the ambulance is billed on form SSA-1483. 

SSA-—1554—Provider Billing for Patient 
Services by Physicians, is used if the hospital is au- 
thorized by a physician to bill on his behalf. 

SSA—1484—Explanation of Accommodation 
Furnished, is used if an accommodation other than 
two, three, or four beds was furnished. 

If a hospital maintains a home health services de- 
partment, or a wing that qualifies as an extended care 
facility, billing for the services is made on Form SSA- 
1487, Home Health Agency Report and Billing, or 
SSA-1478, Extended Care Admission and Billing, re- 
spectively. 
forms are given in the home health agency and 
extended care facility manuals. 

Inpatient Admission After Outpatient Serv- 
ices. Sometimes a patient is admitted to the hospital 
as an inpatient after receiving outpatient services. If 
the patient is admitted as an inpatient before midnight 
of the day after the day outpatient services were 
rendered, all services are considered inpatient services 
for billing purposes. The day of formal admission as 
an inpatient will be considered as the first day of. in- 
patient hospital services. 

_ Charges Not Exceeding Deductibles. A billing 
form should be submitted even where the patient is re- 
sponsible for a deductible which covers the entire 

amount of the hospital charges. This is required both 

for inpatient and outpatient situations. 
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Instructions for the completion of these 


Leave of Absence. It is not necessary to submit 
a new admission and billing each time the patient has 
a leave of absence. Instead, the hospital may bill for 
covered days, excluding the leave of absence, using the 
procedure described under Item 19, Total Days, of the 
SSA-1453, or Item 20, Total Days, SSA-1485. See 
also Items 22 and 24 of the SSA-1453 and SSA-—1485, 
respectively, for billing leaves of absence in excess of 
60 days. 

Repeated Admissions and Discharges. Some- 
times the patient’s condition requires that he return 
at regular intervals to the hospital, e.g., he must be re- 
admitted each week for blood transfusions. This case 
can be handled as a leave of absence. This procedure 
should only be used where admissions are predictable 
on a recurring basis, and where there is a brief interval 
between discharge and readmission. The procedure 
for billing these cases is described under Item 19, Total 
Days, of the SSA-1453, and Item 20, Total Days, of 
the SSA-1485. 

Part B Entitlement Only. Do not submit an in- 
patient billing form where the patient has Part B only, 
even if an admission was previously forwarded. 


402. INPATIENT HOSPITAL ADMISSION AND 
BILLING (FORM SSA-1453) 


This form serves two purposes. It is nsed to report 
the admission of a patient who is eligible for hospital 
insurance so that the Social Security Administration 
and the hospital’s intermediary can determine how 
many benefit days are available. It is also used to 
bill the intermediary for the payment due the hospital 
for the services rendered. 

The bottom two copies of the form can be used to 
report the admission. (The procedures for reporting 
admissions are described in the Admission Procedures 
Chapter.) The hospital fills out items 1 through 14 of 
all copies of the form, detaches the bottom two 
copies, and notifies the intermediary in accordance 
with its usual procedures. (If the two copies allotted 
for admissition notification are not used for this pur- 
pose, they may be destroyed.) 

The instructions for using the intermediary’s Re- 
port of Eligibility to determine the number of days for 
which payment can be made and any deductibles for 
which the patient is responsible are contained in § 315. 

Items 15 through 26 of the billing form should be 
completed at the time the bill is rendered. The bill 
may be rendered at the time the patient is discharged 
or after his benefits are exhausted. It also may be sub- 
mitted on an interim basis. 


Tt 


A billing form should also be submitted even though 
no program payment can be made— 

a. for periods after benefits are exhausted; — 

b. when services are not covered; 

c. for the period after a utilization review find- 
ing that services are not medically necessary ; 

d. when services are paid for, or can be expected 
to be paid for, by workmen’s compensation; 

e. when services are paid for, or will be paid for 
by a National Institutes of Health grant; 

f. when the patient or his representative re- 
fuses to request that payment be made on his 
behalf; 

g. when the physician refuses to certify for a 
reason other than lack of medical necessity. 

Such bills enable the Social Security Administration 
and the intermediary to maintain correct current rec- 
ords of deductibles and days available. 
sary to complete all the items on a form when there 
are no covered days. 

See § 450 for the procedures for completing and sub- 
mitting this kind of bill. 

A hospital bill is also required when the deductible 
covers the entire amount of the hospital charges. A 


It is not neces- 


full bill is completed in these cases. 


402.1 Completion of Billing Items on the Form 
SSA-1453.—- 


Enter 
here all of the diagnoses shown on the face sheet or dis- 


Item 15. Current or Discharge Diagnoses. 


charge sheet of the patient’s hospital record which relate 
to the condition requiring the current hospitalization. 
The primary diagnosis should appear first. This is the 
diagnosis of the illness or condition which was the pri- 
mary reason for the patient’s hospitalization. Identify 
this primary diagnosis by writing the word “primary” 
in parentheses. Any remaining diagnoses should be 
listed in the same order in which they appear on the 
face sheet or discharge sheet. The diagnosis should be 
shown in accordance with recognized nomenclature, 
e.g., “Current Medical Terminology,” or “Standard No- 
menclature of Diseases and Operations.” 

Item 16. Surgical Procedures. Surgical procedures 
should be specified in detail using recognized nomen- 
clature such as that used in “Current Medical Termi- 
nology,” “Standard Nomenclature of Diseases and Op- 
erations,” etc. For the purposes of this form, surgery 
includes incision, excision, amputation, introduction, 
endoscopy, repair, destructions, suture, and manipula- 
tions. 
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Enter the name of the procedures, if any, shown on 
the face sheet or discharge sheet of the patient’s hospital 
record which were performed during the period covered 
by the bill. Show the dates of each operation or endo- 
scopic procedure listed. List first those procedures 
related to the primary diagnosis. List all other opera- 
tion and endoscopic procedures in the same order as 
is shown on the face sheet or discharge sheet. 
ltem 17. Statement of Services. Show all charges 
for the period covered by the current billing for each 
of the departments. Where your hospital has more de- 
partments than shown on the form, combine the charges, 
where appropriate, for the purpose of completing the 
form. Where charges for a department not listed on 
the form are applied to one of the departments listed, 
all bills submitted should apply the same charges con- 
sistently to the same departments. 

For instance, if Recovery Room is applied to Line 
G—Operating Room, this should be done on a consist- 
ent basis, and should not be listed on Line N—Other— 
on any bills submitted. Where there is insufficient 
space to describe all the services performed in N, Other, 
it is permissible to combine all other charges. Con- 
tinuation sheet attachments for charges are not to be 
used. However, if it is necessary to explain a particu- 
lar item, this may be done on an attachment. 

Machine-Produced Ledger Sheets——Where the hos- 
pital wishes to submit machine-produced ledger sheets 
in lieu of the detailed completion of the Statement of 
Services item, it may do so if it has been following this 


practice for other insurance plans. The bill submitted 


by the hospital should contain departmental totals or 
subtotals. Hotel-type billings which summarize by day 


but not by department are not acceptable. Where the 


days, rate, and type of accommodation are not clear 
from the machine bill attachment, the hospital will make 
the accommodation entries. Also, unless blood fur- 
nished, replaced, and charge per pint is shown on the 
attachment, the hospital should complete Line F’, Whole 
Blood. 

Charges for services which are not covered should 
be fully identified either on the ledger sheet attached or 
in the “Noncovered Charges” column, unless such 
charges are routinely billed to all patients per discus- 
sion in Total and Noncovered Charges, below. 

Any attachments, whether a machine bill or an 
explanation, should show the patient’s name and health 
insurance claim number and the hospital’s name and 
address. 

Showing Discounted Charges. Credit or, minus en- 
tries should not be shown on the billing form. 


Where the hospital gives a discount to some patients, 
it can show charges in one of two ways. The charges 
can be shown as the full, undiscounted charge if full 
undiscounted charge data is accumulated for all patients 
for the purposes of the final cost reimbursement. The 
charges for the individual departments on the billing 
form should be shown as the discounted charges if 
the hospital, for the purposes of the final cost reim- 
bursement, accumulates charges for all patients at the 
discounted rate. 

Total and Noncovered Charges. In the Total 
Charge column the total charge for all services, covered 
and noncovered, will generally be shown. However, 
see Item 17A for the entries to be made when a patient 
is furnished private accommodations neither for med- 
ical reasons nor at his request, and the excess over semi- 
private accommodations will not be charged to him; 
and see Item 17 G—O for the rules for entries when 
items or services are furnished which are more ex- 
pensive or in excess of those covered by the program. 

In the Noncovered Charges column, enter the 
amount of any noncovered charge except where the 
noncovered charge is routinely billed to medicare and 
nonmedicare patients alike. For instance, if it is the 
hospital’s practice to bill nonmedicare patients for labo- 
ratory services which include the pathologist services 
as an integral part of the laboratory charge, the hospi- 
tal should show the total laboratory charge, including 
the pathologist’s component, in the Total Charges col- 
umn without breaking out the physician’s com- 
ponent in the Noncovered Charge column. 
(This does not preclude, of course, Part B billing by 
the hospital on behalf of the pathologist or by the 
pathologist on his own behalf, for services to the 
patient. ) 

Of course, if the hospital bills patients for laboratory 
services which do not include the physician’s com- 
ponent, the physician’s component would not be shown 
in Total Charges. The purpose of this method of re- 
porting is to maintain the integrity of the ratio of costs 
to charges for the final cost reimbursement settlement, 
which requires a uniform accounting report for medi- 
care and nonmedicare patients. 


Note, however, that noncovered charges can- 
not be applied to the deductible. See the ex- 
planation for Line P, Inpatient Deductible. 


Where a bill is submitted for a period including both 
covered and noncovered days (e.g., benefits exhausted 
during billing period), the charges for noncovered 
days are listed under noncovered charges. Where a 


billing form covers only noncovered days, only Line 
O, Totals, need be completed. See § 450 on submitting 
bills for noncovered days. 

Items A-E. Accommodation. See § 210.1 for an ex- 
planation of the rules governing when other than 
semiprivate accommodations are furnished. 

Accommodation days should always be in terms of 
whole rather than fractional days. The accommoda- 
tion days should not include the day of discharge, even 
where the discharge was late. 

However, where the hospital normally makes an ex- 
tra charge for a late discharge it should enter the extra 
charge in Total Charges, though the extra or fractional 
day which the charge represents should not be entered 
in the Days item. Where this charge was made be- 
cause the patient remained in the hospital after check- 
out time for his own convenience, the charge may be 
made to the patient and should be entered in the Non- 
covered column as a noncovered charge. However, 
where a patient’s stay beyond the checkout hour is oc- 
casioned by his medical condition, e.g., a bedridden pa- 
tient awaiting transfer to his home or to an extended 
care facility, the services furnished by the hospital are 
covered charges. 

Ancillary charges for day of discharge, death, or the 
day on which a leave of absence begins, should be 
shown in the proper department. 

Where the patient is discharged on his first day of 
entitlement, it is permissible to submit a billing form 
with no accommodation charge, but with ancillary 
charges shown in Lines F through N. 

Where some of the days cannot be paid for because 
benefits were exhausted before discharge or death, show 
the charges for days after benefits were exhausted under 
noncovered charges. 

Where more than one rate has been used for a given 
type of accommodation, one of the unused accommoda- 
tion lines may be relettered and used to show the entry. 

Example: Patient spends 10 days in a two-bed room 
at $25 per day and is then moved to a four-bed room at 
$22 per day. Line C, which was not used, may be re- 
lettered B and used to show the second accommodation. 

A. One bed. Where a patient needed a private room 
for medical reasons, complete and attach one copy of 
form SSA-1484 to explain the medical necessity. En- 
ter the customary charge for a one-bed accommodation 
in the “Rate” column and complete the “Total Charges” 
column. 

If the patient was in a one-bed accommodation for 
other than medical reasons, payment cannot be made 
for more than the cost of semiprivate accommodations. 
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(The completion of Form SSA-1484, Explanation of 
Accommodation Furnished, is not necessary in this 
case. ) 

1. If the patient requested a private room, the pa- 
tient may be charged the difference between the private 
room charges and the most prevalent semiprivate room 
charges at the time of admission. If the hospital 
will charge him the difference, complete Item 17A 
showing the days, rate, and total charges for the private 
room accommodations. 

In the Noncovered Charges column, show the differ- 
ence between the private room charges and the most 
prevalent semiprivate room charges at the time of 
admission. (If the hospital does not charge the pa- 
tient, complete Item 17B as in 2 below.) 

2. If the patient did not request a private room, no 
charge may be made to him. In such a case, enter 
the most prevalent semiprivate rate, and the charges 
in the Total Charges column of Item 17B. No entry 
should be made in the Noncovered Charges column. 

(See § 412.2, Item 6, for the method of figuring the 
When the hospital 


is one which has only private accommodations, the 


most prevalent semiprivate rate. 


most prevalent semiprivate accommodation rate is not 
applicable. In such a case, the hospital will use the 
equivalent semiprivate rate established by the inter- 
mediary in place of the most prevalent semiprivate 
rate (see § 210.1B.) 

B. Two-, three-, or four-bed. 
pies semiprivate accommodations (two-, three-, or 
four-bed room) show the number of days and the 
actual daily rate for the accommodations. 

Under the hospital insurance 
program, payment is ordinarily made for semiprivate 


If the patient occu- 


C. Five or more beds. 


accommodations (two-, three-, or four-bed room). If 
the patient is assigned to a room with five or more 
beds, the hospital should complete Form SSA-1484, 
Explanation of Accommodation Furnished, explaining 
the reasons for this accommodation. Two copies of 
the form should be prepared and attached to the billing 
form where the patient did not request the accommo- 
dation. Where the patient requested the accommoda- 
tion, only one copy of the SSA-1484 is required for 
attachment to the billing form. (See § 412 for in- 
structions on use of form SSA-—1484 and completion 
of items.) 

Where the patient requested a five or more bed as- 
signment, or the reason for assignment is one that the 
intermediary can approve, the reimbursement will be 
made for the reasonable cost of the actual accommoda- 
tion furnished. However, where the ward accommo- 
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dation was provided not at the patient’s request, nor 
for a reason which the intermediary can approve, pay- 
ment will be made, at the end of the year settlement, 
on the basis of the reasonable cost of semiprivate — 
accommodations minus the difference between the hos- 
pital’s customary charge for semiprivate accommoda- 
tions and its customary charge for ward accommoda- 
tions. In either case, the customary ward charge 
should be shown in the “Rate” column on the billing 
form. 

D and E. Intensive care and self-care. Show the 
number of days the patient was in an intensive and/or 
self-care unit, applicable rate, and total charges. 

Sometimes the patient will only be present in the 
intensive care unit for a few hours. In this case, the 
additional charge, without accommodation days, may 
be shown on Line D, and the usual accommodation 
days shown on Line A, B, or C. Also, the hospital may 
follow the practice of billing the accommodation charge 
to the semiprivate accommodation, and billing the addi- — 
tional intensive care charge, without an accommoda- 
tion charge, to Line D. This is an acceptable method 
provided the intensive care charge excludes any charge 
for accommodation, and no days are shown in the 
intensive care days column. . 

F. Whole Blood. (See § 222 for an explanation of 
the deductible.) 

Pints Furnished.—Enter the total number of pints 
of whole blood furnished whether or not replaced. 
This entry serves as a basis for counting pints toward 
the blood deductible and must therefore include both 
replaced and unreplaced blood. 

Not Replaced.—Enter the total number of pints fur- 
nished less any pints which were donated on the 
patient’s behalf. Where 1 pint is donated, 1 pint will 
be considered replaced. 

Any blood which is furnished by a blood bank on 
behalf of the patient at no charge to the hospital is 
considered as replaced blood. 

Charge Per Pint.—Where the patient does not re- 
place all of the blood furnished, pint-for-pint, the 
hospital will show its usual charge per pint for unre- 
placed blood in the charge item. 

Where a blood bank makes a “service” charge, and 
this charge applies equally to replaced and unre- 
placed blood, this charge will be considered a process- 
ing cost and will be charged to the program (in Line 
N) and not to the patient. 

Example 1: The patient is furnished 4 pints of 
blood by a blood bank which donates the blood and— 
makes a service charge of $3 for each pint of blood 
whether replaced or not. This $3 charge per pint is a 


processing cost and no charge may be made to the 
patient. The entries for this situation would be as 
follows: Pints Furnished—4; Not Replaced—O. No 
entry is made in the Charge-Per-Pint block or the Total 
Charges column of Line F. In Line N “$12” ($34 
pints) is shown in the Total Charges column. 

Where a blood bank makes a “service” charge only 
for unreplaced blood, this charge will not be considered 
a processing charge, but a charge for whole blood. 
Therefore, the service charge for any of the first three 
pints of unreplaced blood subject to the blood deduct- 
ible may be charged to the patient. 

Example 2: The patient, who had 2 pints of the 
deductible remaining at the time of the present hospital- 
ization, is furnished 4 pints of blood by a blood bank 
which donates the blood and makes only a service 
charge of $3 for each pint of blood which is not re- 
placed. This $3 a pint charge for unreplaced blood 
is not a processing cost but is considered the cost of 
blood to the hospital. If the patient replaces only 
1 pint of blood, the entries would be as follows: Pints 
Furnished—4; Not Replaced—3; Charge-Per-Pint— 
$3; Total Charges—$9. Unless the hospital charges 
its own administrative or processing charges, no entry 
would be made in Line N. In Line Q, one pint at 
$3 a pint will be shown as the patient’s deductible 
liability. 

Total Charge.—This should reflect the charge for 
unreplaced blood plus any additional charge which the 
hospital paid to an outside blood bank for blood that 
was not fully replaced under the blood bank’s blood 
replacement requirement. 

A hospital which operates its own blood bank may not 
enter extra charges where it usually requires more 
than 1 pint of blood in replacement for each pint fur- 
nished. 

Example 1: A hospital operated its own blood 
bank. It furnishes 3 pints of blood and the patient 
replaces 3. The hospital may not charge the patient 
for any of the 3 pints furnished and shows no charge 
in “Total Charges” for any replaced blood. 

Where the hospital obtains blood from a blood 
bank, charges for blood furnished by the hospital to 
the program and to the patient for the blood deductible 
depend on the blood bank’s bill to the hospital. 

Where all of the blood has been replaced according 
to the blood bank’s replacement requirements, no 
charge is made to either the program or patient for 
blood. Any service charge should be shown on Line 
_ Nasa blood processing charge. 

Where not all of the blood has been replaced ac- 
cording to the blood bank’s replacement requirements, 


no charge is made to the patient if he replaces enough 
pints on a pint-for-pint basis to meet the blood de- 
ductible. If this requirement is not met, he may be 
charged for pints which are not replaced at the same 
charge per pint to the hospital as the pints furnished to 
him. 

The amount to be entered in Total Charges on Line 
F is usually the total charge made by the blood bank 
after the patient’s replacement has been taken into 
account. However, this amount is subject to a maxi- 
mum, which is determined as follows: 

(1) Multiply the charge per pint by the number of 
pints furnished but not replaced. 

(2) Multiply the charge per pint by the number of 
pints furnished but replaced. Take two-thirds of 
this figure and add it to the amount in (1). 

Example 2: The patient is furnished 9 pints and 
replaces 2. The charge per pint furnished was $30. 
The blood bank credits the hospital with $30 for the 
2 pints which were replaced. The blood bank bills 
the hospital $240 for blood. 

The hospital computes the maximum total charges 
for blood to be entered on Line F (7X$30 plus 
2X $30 24). The maximum is $250; therefore $240 
is less than the maximum and is entered on Line F. 
The hospital charges the patient for 1 pint at $30 and 
this amount is entered on Line Q. 

Example 3: The patient is furnished 6 pints and 
replaces 3. The charge per pint furnished is $20. 
The blood bank credits the hospital with $15 for the 3 
pints which were replaced. The blood bank bills the 
hospital for $105. 

The hospital computes the maximum total charges 
for blood to be entered on Line F (3X$20 plus 
3X $20 X24). The maximum is $100. The charge by 
the blood bank exceeds the maximum and $100 is en- 
tered on Line F. No entry is made on Line Q since 
the patient has met the blood deductible by replacement. 

In completing Line F, the Noncovered Charges col- 
umn is used only where some blood charges are not cov- 
ered or cannot be applied toward the deductible be- 
cause, for example, they were incurred after exhaus- 
tion of benefits. 

No charge may be made to the patient for any costs 
of processing, administration, or packaging. Blood 
processing, administration, and packaging charges 
should be shown on Line 17 N. 

G—O. General. Item G includes recovery room and 
Item H includes intravenous solution. 

Where items and services are furnished which are 
more expensive or in excess of the services covered by 
the program, the entries to be made in the Total 
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Charges and Noncovered Charges columns will be as 
follows: 

1. If the patient did not request such excess or 
more expensive services, the patient may not be charged 
for the excess services, and only the services covered 
by the program should be shown in the Total Charges 
column. No entry is made in the Noncovered Charges 
column in this situation. (However, where all pa- 
tients are routinely billed for such excess or more ex- 
pensive items the Total Charge column may reflect the 
excess items or services as discussed in Total and 
Noncovered Charges, above.) 

2. If the patient did request such excess or more 
expensive services, the patient may be charged for the 
In this case, show the 
total charges ( any customary charges covered by the 


excess services by the hospital. 


program plus the excess charges), in the Total Charges 
column. In the Noncovered Charges column, show 
the excess charges which will be billed by the hospital 
to the patient. 

3. In the same situation as cited in 2 above, except 
that the hospital will not bill the patient for the excess 
services, show only the customary charges for covered 
services in the Total Charges column and make no entry 
in the Noncovered Charges column. 

P. Inpatient Deductible. 
item depends on the remaining deductible that is 


The completion of this 


shown on the report of eligibility received in reply to 
the Notice of Admission. 

a. Report of Eligibility Shows Remaining Inpatient 
Deductible as “None.”—No entry should be made in 
Line P in this situation. 

b. Report of Eligibility Shows $40 as the Remain- 
ing Inpatient Deductible. 

(1) If Line O, Total Charges, shows an amount 
equal to or greater than $40, show “$40” in the 
Noncovered Charges column of Line P. 

However, if the charge for physicians’ services has 
been included in Total Charges (see discussion of 
the Total and Noncovered Charges columns, above), 
the physicians’ services charge should be subtracted 
from Total Charges. I this results in covered charges 
of less than $40, show the amount of the covered 
charges. 

Example: The report of eligibility shows the re- 
maining inpatient deductible as $40. The Total 
Charges column of Line O is $42 and the charge for 
physicians’ services included in the $42 is $5. There- 
fore, the covered charges for deductible purposes would 
be $37. Show this amount in Item P. 
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(2) If Line O, Total Charges, shows an amount 
less than $40, enter the amount shown in Line O, Total 
Charges, in the Noncovered Charges column of Line 
P. If, as in (1) above, the Total Charges column. 
includes charges for physicians’ services, the difference 
between Total Charges and the physicians’ services 
charges is the amount to be entered in Line P. 

Where the Total Charges in Line O (or the difference 
between Line O and physicians’ services charges) are 
actual charges which are less than customary charges, 
the proper entry in Line P would be the customary 
charges. (See § 220.) 

c. Report of Eligibility Shows Part of the Inpatient 
Deductible Remaining To Be Met.—Follow the rules 
in b above, but use the amount of the remaining de- 
ductible as shown on the report of eligibility, rather 
than $40. 

Q. Blood Deductible. The dollar value of the whole 
blood for which the patient is responsible for paying 
is shown in Q. The patient is responsible for pay- 
ing for whatever is not replaced of the first 3 pints 
furnished during a spell of illness. If the blood re- 
placed equals the blood deductible shown on the inter- 
mediary’s reply to the Notice of Admission, no entry 
is made in Line Q. However, if less blood is replaced 
than the remaining pints shown on the reply, the dollar 
charge for the unreplaced blood which went toward the 
deductible must be shown so that the appropriate de- 
duction can be made in the reimbursement to the 
hospital. 

R. Coinsurance. The coinsurance days are the 61st 
day through the 90th day. Show the number of coin- 
surance days, the coinsurance daily rate and the total 
deduction for coinsurance. The rate is $10 or the 
daily charge, whichever is less. 

S. Total Deductions. This is the total of Lines P, Q, 
and R. It does not include noncovered charges from 
Line O. 

Item 18. Statement Covers Period. Enter the i- 
clusive days being reported on the bill, whether or not 
these days are covered. Do not include days before the 
patient’s entitlement to hospital insurance. Where the 
patient has not yet been discharged, enter the date of 
admission in the “From” item and the last day being 
billed in the “To” item. On the next bill, the “From” 
item contains the next day after the last day billed on 
the previous billing form. On the last bill submitted, 
the date of discharge should be shown in the “To” item. 

Example: A hospital follows the practice of billing 
the intermediary on the 15th and last day of each month. 
The patient is admitted on July 5, 1967, and discharged 


on August 14, 1967. On the bills submitted the State- 
‘ment Covers Period would show: 


From To 
IN er chi ss es July 5,1967 July 15, 1967 
ieee ie 2 aS a July 16,1967 July 31,1967 
ME AE Sands es x 5 een « Aug. 1,1967 Aug. 14, 1967 


The item would be completed in this way whether or 
not all days‘are covered, e.g., benefits are exhausted or 
the patient was on leave for some days. 

‘Item 19. Total Days. This is total covered days. 
Total days should not include— 

a. days for which no payment can be made be- 
cause benefits are exhausted, unless the guarantee 
of payment applies; 

b. days for which no payment can be made be- 
cause a workmen’s compensation payment is being 
made or can be expected to be made; 

c. days for which no payment can be made be- 
cause payment will be made under a National 
Institutes of Health grant; 

d. days for which services are not covered. 
This includes, for example: 

1. emergency services after the emergency 
has ended; 

2. days for which inpatient care is not med- 
ically necessary or was for cosmetic surgery; 

e. days for which no payment can be made be- 
cause the patient was on a leave of absence or is 
away from the hospital because of repeated ad- 
missions and discharges; 

f. day of discharge or death. 

Except for a and f, the hospital should include a 
brief explanation of the reason why days are excluded 
in the Computation of Interim Payment block (Item 
24), e.g., “Workmen’s Compensation,” ““Noncovered 
Services,” etc., and should give the precise dates for 
which no payment is being claimed in an attachment to 

the bill. (Seé § 450 for procedure for submitting bill- 
ing in no-payment situations. ) 

Where a patient is admitted as an inpatient with the 
expectation that he will stay overnight but he is dis- 

charged before midnight, “1” will be entered in Total 
Days. Where a patient is transferred to another 
hospital before midnight (after admission with the 
expectation that he would remain overnight) , 0 will be 
_ entered in this item. An accommodation charge may 
_ be made in this case even though Total Days will be 
entered as “0.” 
__ Where a patient is discharged on the first day of his 
entitlement, “0” will be shown in this item and no 
: accommodation charge may be made. 


Item 20. Date Guarantee of Payment or UR No- 
tice Received. This item is not completed except 
where the guarantee of payment provision applies or 
where a notice is received from the utilization commit- 
tee that further hospital services are not necessary. 
It should not be used routinely to enter the date the 
intermediary’s reply to the Notice of Admission is 
received. 

Enter in the item: 

A. The date that the hospital received the report of 
eligibility (see § 286.2) showing that the number of 
inpatient days remaining was less than the number of 
inpatient days already provided in the current hos- 
pitalization. 

B. The date of receipt by the hospital of the finding 
by the physician members of the Utilization Review 
Committee (or the group responsible for review of 
utilization) that a further hospital stay was not medi- 
cally necessary (see § 290.2). 

Cross out the item which. does not apply. 

The guarantee of payment provision does not apply 
unless the hospital establishes that it acted in good faith 
in assuming the individual was entitled to have pay- 
ment made for hospital services, and acted reasonably 
in assuming that the patient’s inpatient days had not 
been or were not about to be exhausted. See § 286. 
Where the guarantee of payment applies the hospital 
should attach a statement explaining the circumstances 
and itemize any payments received, or refunds made 
toward the bill. 

Item 21. Date Benefits Exhausted. If the patient is 
is still hospitalized and no further days are available, 
show the last day for which the benefits were payable. 
No entry should be made in this space when the reply 
to the Notice of Admission showed that no days are 
available. This item should not be completed unless 
benefits are exhausted before date of discharge or 
death, and during the period described in Item 18. 
A projected date should not be used. 

Items 22 and 23. Discharge Information. If the 
patient is still hospitalized when the billing is sub- 
mitted, check “Still Patient.” Otherwise check “Dis- 
charged” or “Died” in Item. 22. Show the date of 
discharge or death in Item 23. 

Where a patient on leave of absence who was shown 
as “Still Patient” has not returned within 60 days, in- 
cluding the day the leave began, a corrected bill should 
be submitted per § 450 showing the day the patient left 
the hospital as the day of discharge. This will close the 
“open item” on the patient’s utilization record. A 
notice of admission will be necessary if the patient re- 
turns after a 60-day absence. 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 
SOCIAL SECURITY ADMINISTRATION 


INPATIENT PSYCHIATRIC OR TUBERCULOSIS HOSPITAL ADMISSION AND BILLING Fora Approvias 


Budget Bureau 








HOSPITAL INSURANCE BENEFITS — SOCIAL SECURITY ACT No. 72-R732 
1. PATIENT'S LAST NAME | FIRST NAME ;MI 2. HEALTH INSURANCE CLAIM NUMBER 
| 1 3 
3. PATIENT'S ADDRESS (Street number, City, State, Zip Code) 4. DATE OF BIRTH 5. SEX 
oe or 
6. HOSPITAL NAME AND ADDRESS 7. PROVIDER NO. 9. NAME AND ADDRESS OF ATTENDING PHYSICIAN 


8. MEDICAL RECORD NO. 





10. ADMITTED TO ACTIVE CARE]| 11. NAME AND ADDRESS OF ANY INSTITUTION (including this institution) IN WHICH PATIENT RECEIVED IN- 
' ; PATIENT CARE DURING LAST 60 DAYS (If this hospital, give dates of stay) 
| 1 
| | 
12. NAME AND ADDRESS OF ANY PSYCHIATRIC OR TUBERCULOSIS INSTITUTION WHICH FURNISHED INPATIENT SERVICES AT ANY TIME DURING 
90 DAY PERIOD PRECEDING EFFECTIVE DATE FOR HOSPITAL INSURANCE (If this hospital, give dates of stay) 


13. PAYMENT SOURCE FOR CHARGES TO PATIENT 


SELF OR BLUE CROSS ( Pustic acency 
FAMILY BLUE SHIELD (Give name) 
PRIVATE EMPLOYER : ; 
INSURANCE OR UNION (_] oTHER (Explain) 


(_ tinsurance. LOR UNION 
14. PATIENT’S CERTIFICATION: AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST. I certify that the information 
given by me in applying for payment under Title XVIII of the Social Security Act is correct. I authorize release of all records required to 

act on this request. I request that payment of authorized benefits be made on my behalf. 







SIGNATURE (Patient or authorized representative) (Signature by mark must be witnessed) 






15. ADMITTING OR CURRENT DIAGNOSIS EMPLOYMENT RELATED fe ves (_]No (If yes, give name and address of employer.) 


16. DISCHARGE DIAGNOSES OR CURRENT DIAGNOSES (Primary illness and secondary or complicating illnesses) Do Not Use This Space 








17. SURGICAL PROCEDURES (Related to primary illness and other—Show date of each) 














STATEMENT OF SERVICES RENDERED TOTAL NON-COVERED | 19: STATEMENT COVERS Fla a 20. iver 
ACCOMMODATION DAYS RATE CHARGES CHARGES 
A. 1-Bed pie pele teenie ol ell ee aa 
B. 2-3-4 Bed fT Gat Bier Domitapeow Biri Ae | dest hee 
I 
C. 5 or more Beds one | ! \ see dg 
ore Beds | o 
D. Intensive Care ‘ ee eee SS eee Pe 
22. DATE GUARANTEE OF PMT. |23. DATE BENEFITS 
E. Self Care _ Gorn Wbecrones 10 acd OR UR NOTICE RECEIVED EXHAUSTED 
F, WHOLE PINTS NOT CHARGE ; j : ; 
* BLOOD FURNISHED REPLACED |PER PINT H 1 H 
oe eee Pash eee le 









25. DATE DISCHARGED OR 


G, Operating Room DIED 





[-] DISCHARGED 


STILL 
[_] piep (J patien 


26. COMPUTATION OF INTERIM PAYMENT 


H. Pharmacy 





I. Laboratory 
J. Radiology 








K. Medical, Surgical and Central Supplies 
L. Anesthesia 





M. Inhalation Therapy 
N. Other (Describe) 


Reimbursement Amount $ : 
O. TOTALS FOR INTERMEDIARY USE 
Q. Blood Deductible Pts. @ 





R. Coinsurance 
S. TOTAL DEDUCTIONS 


I certify that the required physician’s certification and recertifications are on file. | 


28. SIGNATURE OF HOSPITAL REPRESENTATIVE DATE FORWARDED 29. APPROVED BY DATE 
' 1 1 
eS mee es 


Form SSA-1485 (5-56) 


DAYS USED 


Item 24. Computation of Interim Payment. Pay- 
ments to the hospital under the hospital insurance 
plan are based on the reasonable cost of services 
provided. 

The precise reasonable cost of services cannot be 
determined until the end of the year when final cost 
figures are known. An interim settlement is made on 
the basis of each bill however. This interim settle- 
ment method will be established by the intermediary 
on the basis of the hospital’s previous cost experience. 

The hospital may wish to make a computation on its 
own copy of the form. If the hospital wishes to make 
a computation for its own records it can estimate the 
cost of covered services by the approved method and 
-subtract the applicable deductible and coinsurance to 
arrive at the reimbursement amount. 

Enter in this item an explanation for any noncovered 
days shown on the bill. (See Item 19 above and 


§ 450.) 
Item 25. Verified Prior-Stay Dates and Provider 
Number. DO NOT USE. 


Item 26. Hospital Certification and Signature 
Line. A hospital representative should make sure 
that the required ‘physician’s certification and recerti- 
fications are in the hospital records. The representa- 
tive should then sign and date the form before it is sub- 
mitted to the intermediary. A stamped signature is 
acceptable. The date forwarded should be the date the 
bill is actually forwarded to the intermediary. The date 
used should not be before the “To” date in the “‘State- 
ment Covers Period” item. 

402.2 All-Inclusive Rate Hospitals.—For hospi- 
tals using all-inclusive rates, the line for the accom- 
modation actually furnished is to be completed. The 


number of days, all-inclusive rate, total charges, and . 


noncovered charges must be entered on the bill. 

If the patient was furnished more than one type of 
accommodation, the lines for each type of accommoda- 
tion are to completed. This is necessary whether or 
not the hospital charges an all-inclusive rate according 
to accommodations. 

In hospitals where the all-inclusive rate varies with 
the type of accommodation, an SSA—1484, Explanation 
of Accommodation Furnished, should be completed for 
a medically necessary private accommodation or for 
five or more bed accommodation. The semiprivate all- 
inclusive rate should be shown on the SSA-1484. 

Item F. Whole Blood. Whenever whole blood is fur- 
nished in hospitals using all-inclusive rates, Line F 
must be completed. If the all-inclusive rate does not 
include the charge for whole blood, Line F should be 
completed in the same way a hospital not using all- 


inclusive rates would complete this item. Pints 
furnished, pints not replaced, and charge per pint for 
the whole blood itself should be shown. 

If the all-inclusive rate covers the cost of providing 

blood whenever a patient needs it, the number of pints 
furnished, not replaced, and the estimated cost per 
pint should be entered on Line F. It is not necessary 
to show any amount in the Total Chargescolumn. The 
cost of any of the first 3 pints which are not replaced 
should be shown on Line Q. It is not necessary to 
show the cost for any replaced blood in Item 17. 
Item P. Inpatient Deductible. As with hospitals hav- 
ing a schedule of charges for individual services, the 
amount of any physician’s' component included in 
the all-inclusive charge should be considered where the 
exclusion of the physician component would bring the 
charges below the remaining deductible to be met. 

All-Inclusive Charges According to Disease, 

Injury, or Type of Treatment.—Those hospitals 
that have a charge system based on the patient’s ill- 
ness or injury or type of treatment should also com- 
plete the line(s) for type of accommodation show- 
ing number of days, rate, and total charges. The ac- 
commodation totals and the total amount (Line O) 
should be the same. Blood entries will be made in the 
manner indicated above. 
402.3 Disposition of Copies of Completed 
Forms SSA—1453.—Retain the copy designated 
“Hospital Copy” and submit the remaining copies to 
your intermediary (or SSA in direct dealing situa- 
tions). The remaining copies to be submitted to the 
intermediary or SSA constitute the following: 

a. The original copy which is maintained in the in- 
termediary’s (or SSA’s) files. 

b. One copy designated “Social Security Adminis- 
tration Copy.” 

c. The copy designated “Carrier Copy.” The in- 
termediary will send this copy to the intermediary 
processing physicians’ bills. 


410. INPATIENT PSYCHIATRIC OR TUBER- 
CULOSIS ADMISSION AND BILLING 
(FORM SSA-1485) 


The procedures for reporting admissions are de- 
scribed in Chapter III. The hospital fills out Items 1 
through 15 of all copies of the form, detaches the 
bottom two copies, and notifies the intermediary in 
accordance with its usual procedures. The instruc- 
tions for using the report of eligibility to determine 
the number of days for which payment may be made, 
and any deductibles for which the patient is responsible 
are contained in § 315. 
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Items 15 through 26 of the billing form should be 
completed at the time the bill is rendered. The bill 
may be rendered at the time the patient is discharged 
or after his benefits are exhausted. It also may be 
submitted on an interim basis in long-stay cases. 

A billing form should also be submitted even though 
no program payment can be made— 

a. for periods after benefits are exhausted; 

b. when services are not covered; 

c. for the period after a utilization review find- 
ing that services are not medically necessary ; 

d. when services are paid for, or can be ex- 
pected to be paid for, by workmen’s compen- 
sation; 

e. when services are paid for or will be paid 
for by a National Institutes of Health grant; 

f. when the patient or his representative refuses 
to request that payment be made on his behalf; 

g. when the physician refuses to certify for a 
reason other than lack of medical necessity. 

Such bills enable the Social Security Administra- 
tion and the intermediary to maintain correct current 
records of deductibles and days available. It is not 
necessary to complete all the items on a form when 
there are no covered days. See § 450 for the pro- 
cedures for completing and submitting this kind of 
bill. 

A hospital bill is also required when the deductible 
covers the entire amount of the hospital charges. A 
full bill is completed in these cases. 


410.1 Completion of Billing Items on the 
Form SSA-—1485.— 


Item 16. Current or Discharge Diagnoses. Enter 
here all of the diagnoses shown on the face sheet or dis- 
charge sheet of the patient’s hospital record which re- 
late to the condition requiring the current hospitaliza- 
tion. The primary diagnosis should appear first. This 
is the diagnosis of the illness or condition which was 
the primary reason for the patient’s hospitalization. 
Identify this primary diagnosis by writing the word 
“primary” in parentheses. 
should be listed in the same order in which they appear 
on the face sheet or discharge sheet. The diagnosis 


Any remaining diagnoses 


should be shown in accordance with recognized nomen- 
clature, e.g., “Current Medical Terminology,” or 
“Standard Nomenclature of Diseases and Operations.” 
Item 17. Surgical Procedures. Surgical proce- 
dures should be specified in detail using recognized 
nomenclature such as that used in “Current Medical 


Terminology,” “Standard Nomenclature of Diseases 
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and Operations,” etc. For the purposes of this form, 
surgery includes incision, excision, amputation, intro- 
duction, endoscopy, repair, destructions, suture, and 
manipulations. 

Enter the name of the procedures, if any, shown on 
the face sheet or discharge sheet of the patient’s hos- 
pital record which were performed during the period 
covered by the bill. Show the dates of each operation 
or endoscopic procedure listed. List first those pro- 
cedures related to the primary diagnosis. List all 
other operation and endoscopic procedures in the same 
order as is shown on the face sheet or discharge sheet. 
Item 18. Statement of Services. Show all charges 
for the period covered by the current billing for each 
of the departments. Where your hospital has more de- 
partments than shown on the form, combine the charges, 
where appropriate, for the purpose of completing the 
form. Where charges for a department not listed on 
the form are applied to one of the departments listed, 
all bills submitted should apply the same charges con- 
sistently to the same departments. For instance, if Re- 
covery Room is applied to Line G—Opecating Room, 
this should be done on a consistent basis, and should 
not be listed on Line N—Other—on any bills submitted. 

Where there is insufficient space to describe all the 
services performed in N, Other, it is permissible to com: 
bine all other charges. Continuation sheet attach- 
ments for charges are not be used. However, if it 
is necessary to explain a particular item, this may be 
done on an attachment. 

Machine-Produced Ledger Sheets. Where the hos- 
pital wishes to submit machine-produced ledger sheets 
in lieu of the detailed completion of the Statement of 
Services item, it may do so if it has been following this 
practice for other insurance plans. The bill submitted 
by the hospital should contain departmental totals or 
subtotals. Hotel-type billings which summarize. by 
day but not by department are not acceptable. Where 
the days, rate, and type of accommodation are not clear 
from the machine bill attachment, the hospital will make 
the accommodation entries. Also, unless blood fur- 
nished, replaced, and charge per pint is shown on the 
attachment, the hospital should complete Line F, Whole 
Blood. 

Charges for services which are not covered should 
be fully identified either on the ledger sheet attached 
or in the “Noncovered Charges” column, unless such 
charges are routinely billed to all patients per discus- 
sion on Total and Noncovered Charges, below. 

Any attachments, whether a machine bill or an ex- 
planation, should show the patient’s name and health 


insurance claim number and the hospital’s name and 
address. 

Showing Discounted Charges. Credit or minus 
entries should not be shown on the billing form. 
Where the hospital gives a discount to some patients, 
it can show charges in one of two ways. The charges 
can be shown as the full, undiscounted charge if full un- 
discounted charge data is accumulated for all patients 
for the purposes of the final cost reimbursement. The 
charges for the individual departments on the billing 
form should be shown as the discounted charges if the 
hospital, for the purposes of the final cost reimburse- 
ment, accumulates charges for all patients at the dis- 
counted rate. 

Total and Noncovered Charges. In the Total Charge 
column the total charge for all services, covered and 
noncovered, will generally be shown. However, see 
Item 18A for the entries to be made when a patient is 
furnished private accommodations neither for medical 
reasons nor at his request, and the excess over semi- 
private accommodations will not be charged to him; 
and see Item 18 G—O for the rules for entries when 


items or services are furnished which are more ex-. 


pensive or in excess of those covered by the program. 

In the Noneovered Charges column enter the 
amount of any noncovered charge except where the 
noncovered charge is routinely billed to medicare and 
nonmedicare patients alike. For instance, if it is the 


hospital’s practice to bill nonmedicare patients for 


laboratory services which include the pathologist serv- 
ices as an integral part of such laboratory charge, the 
hospital should show the total laboratory charge, in- 
cluding the pathologist’s component, in the Total 
Charges column without breaking out the physi- 
cian’s component in the Noncovered Charge 
column. (This does not preclude, of course, Part B 
billing by the hospital on behalf of the pathologist or by 
the pathologist on his own behalf, for services to the 
patient.) 

Of course, if the hospital bills its patients for labora- 
tory services which do not include the physician’s com- 
ponent, the physician’s component would not be shown 


in Total Charges. The purpose of this method of re- 


porting is to maintain the integrity of the ratio of costs 
to charges for the final cost reimbursement settlement, 
which requires a uniform accounting report for medi- 
care and nonmedicare patients. 

Note, however, that noncovered charges can- 
not be applied to the deductible. See the ex- 
planation for Line P, Inpatient Deductible. 

Where a bill is submitted for a period including both 
covered and noncovered days (e.g., benefits exhausted 
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during billing period), the charges for noncovered days 
are listed under noncovered charges. Where a billing 
form covers only noncovered days, only Line O, Totals, 
need be completed. See § 450 on submitting bills for 
noncovered days. 

Items A-E. Accommodation. See § 210.1 for an ex- 
planation of the rules governing when other than semi- 
private accommodations are furnished. 

Accommodation days should always be in terms of 
whole rather than fractional days. The accommoda- 
tion days should not include the day of discharge even 
where the discharge was late. 

However, where the hospital normally makes an ex- 
tra charge for a late discharge it should enter the extra 
charge in Total Charges, though the extra or fractional 
day which the charge represents should not be entered 
inthe Days item. Where this charge was made because 
the patient remained in the hospital after checkout time 
for his own convenience, the charge may be made to the 
patient and should be entered in the Noncovered column 
as a noncovered charge. However, where a patient’s 
stay beyond the checkout hour is occasioned by his 
medical condition, e.g., a bedridden patient awaiting 
transfer to his home or to an extended care facility, the 
services furnished by the hospital are covered charges. 

Ancillary charges for day of discharge, death, or the 
day on which a leave of absence begins, should be 
shown in the proper department. 

Where the patient is discharged on his first day of 
entitlement, it is permissible to submit a billing form 
with no accommodation charge, but with ancillary 
charges shown in Lines F through N. 

Where some of the days cannot be paid for because 
benefits were exhausted before discharge or death, show 
the charges for days after benefits were exhausted under 
noncovered charges. 

Where more than one rate has been used for a given 
type of accommodation, one of the unused accommoda- 
tion lines may be relettered and used to show the entry. 

Example: Patient spends 10 days in a two-bed room 
at $25 per day and is then moved to a four-bed room at 
$22 per day. Line C, which was not used, may be re- 
lettered B and used to show the second accommodation. 

A. One-bed. Where a patient needed a private room 
for medical reasons, complete and attach one copy of 
form SSA—1484 to explain the medical necessity. En- 
ter the customary charge for a one-bed accommodation 
‘nthe “Rate” column and complete the “Total Charges” 


column. 
If the patient was in a one-bed accommodation for 
other than medical reasons, payment cannot be made 


87 


for more than the cost of semiprivate accommodations. 
(The completion of Form SSA-1484, Explanation of 
Accommodation Furnished, is not necessary in this 
case. ) 

1. If the patient requested a private room, the patient 
may be charged the difference between the private room 
charges and the most prevalent semiprivate room 
charges at the time of admission. If the hospital will 
charge him the difference, complete Item 18A showing 
the days, rate, and Total Charges for the private room 
accommodations. 

In the Noncovered Charges column, show the differ- 
ence between the private room charges and the most 
prevalent semiprivate room charges at the time of ad- 
mission. (If the hospital does not charge the patient, 
complete Item 18B as in 2 below.) 

2. If the patient did not request a private room, no 
charge may be made to him. In such a case, enter the 
most prevalent semiprivate rate, and the charges in the 
Total Charges column of Item 18B. No entry should 
be made in the Noncovered Charges column. 

(See § 412.2, Item 6, for the method of figuring the 
When the hospital 
is one which has only private accommodations, the 
most prevalent semiprivate accommodation rate is not 
applicable. In such a case, the hospital will use the 
equivalent semiprivate rate established by the inter- 
mediary in place of the most prevalent semiprivate 
rate. (See § 210.1B.) ) 

B. Two-, three-, or four-bed. If the patient occu- 
pies semiprivate accommodations (two-, three-, or four- 
bed room) show the number of days and the actual 
daily rate for the accommodations. 

C. Five or ‘more beds. Under the hospital insurance 
program, payment is ordinarily made for semiprivate 
accommodations (two-, three-, or four-bed room). If 
the patient is assigned to a room with five or more 
beds, the hospital should complete Form SSA-1484, 
Explanation of Accommodation Furnished, explain- 
ing the reasons for this accommodation. Two copies 
of the form should be prepared and attached to the 
billing form where the patient did not request the 
accommodation. Where the patient requested the ac- 
commodation, only one copy of the SSA—1484 is re- 
quired for attachment to the billing form. (See § 412 
for instructions on use of form SSA-1484 and comple- 


most prevalent semiprivate rate. 


tion of items.) 

Where the patient requested a five or more bed:as- 
signment, or the reason for assignment is one that the 
intermediary can approve, the reimbursement will be 
made for the reasonable cost-of the actual accommoda- 
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tion furnished. However, where the ward accommoda- 
tion was provided not at the patient’s request, nor for 
a reason which the intermediary can approve, payment 
will be made, at the end of the year settlement, on 
the basis of the reasonable cost of semiprivate accom- 
modations minus the difference between the hospital’s 
customary charge for semiprivate accommodations and 
its customary charge for ward accommodation. In 


4 


either case, the customary ward charge should be shown . 


in the “Rate” column on the billing form. ; 
D. and E. Intensive Care and Self-Care. Show the 
number of days the patient was in an intensive and/or 
self-care unit, applicable rate, and total charges. 
Sometimes the patient will only be present in the 
intensive care unit for a few hours. In this case, the 
additional charge, without accommodation days, may 
be shown on Line D, and the usual accommodation 


days shown on Line A, B, or C. Also, the hospital may 


follow the practice of billing the accommodation charge 


to the semiprivate accommodation, and billing the ad- 


ditional intensive care charge, without an accommoda- 
tion charge, to Line D. This is an acceptable method 
provided the intensive care charge excludes any charge 
for accommodation, and no days are shown in the in- 
tensive care days column. . 

F. Whole Blood. (See § 222 for an explanation of 
the deductible. ) 


Pints Furnished.—Enter the total number of pints of 


whole blood furnished whether or not replaced. This 
entry serves as a basis for counting pints toward the 
blood deductible and must therefore include both re- 


_ placed and unreplaced blood. 


Not Replaced.—Enter the total number of pints fur- 
nished less any pints which were donated on the pati- 
ent’s behalf. Where 1 pint is donated, | pint will be 
considered replaced. 

Any blood which is furnished by a blood bank on be- 
half of the patient at no charge to the hospital is con- 
sidered as replaced blood. 

Charge Per Pint.—Where the patient does not replace 
all of the blood furnished, pint for pint, the hospital 
will show its usual charge per pint for unreplaced blood 
in the charge item. : 

Where a blood bank makes a “service” charge, and 
this charge applies equally to replaced and unreplaced 
blood, this charge will be considered a processing cost 
and will be charged to the program (in Line N) and 
not to the patient. 

Example 1: The patient is furnished 4 pints of 
blood by a blood bank which donates the blood and 
makes a service charge of $3 for each pint of blood 
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whether replaced or not. This $3 charge per pint is a 
processing cost and no charge may be made to the 
patient. The entries for this situation would be as fol- 
lows: Pints Furnished—4; Not Replaced—O. No en- 
try is made in the Charge Per Pint block or the Total 
Charges column of Line F. In Line N “$12” ($3 x 4 
pints) is shown in the Total Charges column. 

Where a blood bank makes a “service” charge only 
for unreplaced blood, this charge will not be consid- 
ered a processing charge, but a charge for whole blood. 
Therefore, the service charge for any of the first 3 pints 
of unreplaced blood subject to the blood deductible may 
be charged to the patient. 

Example 2: The patient, who had 2 pints of the 
deductible remaining at the time of the present hos- 
pitalization, is furnished 4 pints of blood by a blood 
bank which donates the blood and makes only a serv- 
ice charge of $3 for each pint of blood which is not re- 
placed. This $3 a pint charge for unreplaced blood is 
not a processing cost but is considered the cost of blood 
to the hospital. If the patient replaced only one pint 
of blood, the entries would be as follows: Pints Fur- 
nished—4,; Not Replaced—3; Charge Per Pint—$3; 
Total Charges—$9. Unless the hospital charges its 
own administrative or processing charges, no entry 
would be made in Line N. In Line Q, 1 pint at $3 a 
pint will be shown as the patient’s deductible liability. 

T otal Charge.—This should reflect the charge for un- 
replaced blood plus any additional charge which the 
hospital paid to an outside blood bank for blood that 
was not fully replaced under the blood bank’s blood 
replacement requirement. 

A hospital which operates its own blood bank may 
not enter extra charges where it usually requires more 
than 1 pint of blood in replacement for each pint fur- 
nished. 

Example 1: A hospital operates its own blood bank. 
It furnishes 3 pints of blood and the patient replaces 
3. The hospital may not charge the patient for any of 
the 3 pints furnished and shows no charge in “Total 
Charges” for any replaced blood. 

Where the hospital obtains blood from a blood 
bank, charges for blood furnished by the hospital to 
the program and to the patient for the blood deductible 
depend on the blood bank’s bill to the hospital. 

Where all of the blood has been replaced according 
to the blood bank’s replacement requirements, no 

charge is made to either the program or patient for 
blood. Any service charge should be shown on Line 
N as a blood processing charge. 


Where not all of the blood has been replaced accord- 


_ing to the blood bank’s replacement requirements, no 


charge is made to the patient if he replaces enough 
pints on a pint for pint basis to meet the blood de- 
ductible. If this requirement is not met, he may be 
charged for pints which are not replaced at the same 
charge per pint to the hospital as the pints furnished to 
him. 

The amount to be entered in Total Charges on Line 
F is usually the total charge made by the blood bank 
after the patient’s replacement has been taken into 
account. However, this amount is subject to a maxi- 
mum, which is determined as follows: 

(1) Multiply the charge per pint by the number x 
pints furnished but not replaced. 

(2) Multiply the charge per pint by the number of 
pints furnished but replaced. Take two-thirds of this 
figure and add it to the amount in (1). 

Example 2: The patient is furnished 9 pints and 
replaces 2. The charge per pint furnished was $30. 
The blood bank credits the hospital with $30 for the 
2 pints which were replaced. The blood bank bills the 
hospital $240 for blood. 

The hospital computes the maximum total charac 
for blood to be entered on Line F (7%X$30 plus 
2x $3024). The maximum is $250; therefore 
$240 is less than the maximum and is entered on Line F. 
The hospital charges the patient for 1 pint at $30 and 
this amount is entered on Line Q. 

Example 3: The patient is furnished 6 pints and 
replaces 3. The charge per pint furnished is $20. 
The blood bank credits the hospital with $15 for the 
3 pints which were replaced. The blood bank bills 
the hospital for $105. 

The hospital computes the maximum total charges 
for blood to be entered on Line F (3%$20 plus 
3X $2024). The maximum is $100. The charge by | 
the blood bank exceeds the maximum and $100 is en- 
tered on Line F. No entry is made on Line Q since the 
patient has met the blood deductible by replacement. 

In completing Line F, the Noncovered Charges 
column is used only where some blood charges are not 
covered or cannot be applied toward the deductible 
because, for example, they were incurred after exhaus- 
tion of benefits. 

No charge may be made to the patient for any costs 
of processing, administration, or packaging. Blood 
processing, administration, and pacenen charges 
should be shown on Line N. 

G-O. General. 


Item H includes intravenous solution. 


Item G includes recovery room and 
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Where items and services are furnished which are 
more expensive or in excess of the services covered by 
the program, the entries to be made in the Total 
Charges and Noncovered Charges columns will be as 
follows: 

1. If the patient did not request such excess or more 
expensive services, the patient may not be charged for 
the excess services, and only the services covered by the 
program should be shown in the Total Charges column. 
No entry is made in the Noncovered Charges column in 
this situation. (However, where all patients are rou- 
tinely billed for such excess or more expensive items 
the Total Charges column may reflect the excess items 
or services as discussed in Total and Noncovered 
Charges, above.) 

2. If the patient did request such excess or more 
expensive services, the patient may be charged for 


the excess services by the hospital. In this case, 


show the total charges (any customary charges covered _ 


by the program plus the excess charges), in the Total 
Charges column. In the Noncovered Charges column, 
show the excess charges which will be billed by the 
hospital to the patient. 

3. In the same situation as cited in 2 above, except 
that the hospital will not bill the patient for the excess 
services, show only the customary charges for covered 
services in the Total Charges column and make no 
entry in the Noncovered Charges column. 

P. Inpatient Deductible. 
item depends on the remaining deductible that is shown 


The completion of this 


on the Report of Eligibility received in reply to the 
Notice of Admission, and the rules for applying the 
greater of either the customary or actual charges to 
the deductible as discussed in § 220. 

a. Report of Eligibility Shows Remaining Inpatient 
Deductible as “None.” —No entry should be made in 
Line P in this situation. 

b. Report of Eligibility Shows $40 as the Remain- 
ing Inpatient Deductible. 

(1) If Line O, Total Charges, shows an amount 
equal to or greater than $40, show “$40” in the 
Noncovered Charges column of Line P. 

However, if the charge for physicians’ services has 
been included in Total Charges (see discussion of the 


Total and Noncovered Charges columns, above), the | 


physicians’ services charged should be subtracted from 
Total Charges. If this results in covered charges of 
less than $40, show the amount of the covered charges. 

Example: The report of eligibility shows the re- 
maining inpatient deductible as $40. The Total 
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Charges column of Line O is $42 and the charge for 


’ 
| 
: 


physicians’ services included in the $42 is $5. There- — 


fore, the covered charges for deductible purposes 
would be $37. . Show this amount in Item P. 

(2) IfLine O, Total Charges, shows an amount less 
than $40, enter the amount shown in Line O, Total 
Charges, in the Noncovered Charges column of Line 
P. If, as in (1) above, the Total Charges column in- 
cludes charges for physicians’ services, the difference 
between Total Charges and the physicians’ services 
charges is the amount to be entered in Line P. 

Where the Total Charges in Line O (or the dif- 
ference between Line O and physicians’ services 
charges) are actual charges which are less than cus- 
tomary charges, the proper entry in Line P would be 
the customary charges. (See § 220.) 

c. Report of Eligibility Shows Part of the Inpatient 
Deductible Remaining To Be Met.—Follow the rules in 
b above, but use the amount of the remaining deduct- 
ible as shown on the Report of Eligibility, rather than 
$40. 

Q. Blood deductible. The dollar value of the whole 
blood for which the patient is responsible for paying 
is shown in Q. The patient is responsible for paying 
for whatever is not replaced of the first 3 pints fur- 


nished during a spell of illness. If the blood replaced 


equals the blood deductible shown on the reply to the 
Notice of Admission, then no entry is made in Line 
Q. However, if less blood is replaced than the re- 
maining pints shown on the reply, the dollar charge for 
the unreplaced blood which went toward the deductible 
must be shown so that the appropriate deduction can 
be made in the reimbursement to the hospital. ! 

R. Coinsurance. The coinsurance days are the 
61st day through the 90th day. Show the number of 
coinsurance days, the coinsurance daily rate and the 
total deduction for coinsurance. The rate is $10 or 
the daily charge, whichever is less. 

If a patient was receiving care in a qualified psychi- 
atric or tuberculosis hospital, or distinct part of a 
psychiatric or tuberculosis hospital, in the 90 days be- 
fore his entitlement to hospital insurance, these days 
may count against the 90 days available in his first 
spell of illness. However, they do not count toward 
the 190-day limit on inpatient psychiatric hospital serv- 
ices. Also, for the purpose of figuring when coinsur- 
ance first applies, the inpatient psychiatric or tuber- 
culosis hospital days before entitlement are not 
(See § 225 for a discussion and example of 
this provision. ) 


counted. 


S. Total deductions. This is the total of Lines P, Q, 
and R. It does not include noncovered charges from 
Line O. 

Item 19. Statement Covers Period. Enter the in- 
clusive days being reported on the bill, whether or not 
these days are covered. Do not include days before the 
patient’s entitlement to hospital insurance. Where the 
patient has not yet been discharged, enter the date of 
admission in the “From” item and the last day being 
billed in the “To” item. On the next bill, the ““From” 
item contains the next day after the last day billed on 
the previous billing form. On the last bill submitted, 
the date of discharge should be shown in the “To” item. 

Example: A hospital follows the practice of billing 
the intermediary on the 15th and last day of each month. 
The patient is admitted on July 5, 1967, and discharged 
on August 14, 1967. On the bills submitted the State- 


ment Covers Period would show: 


From To 
UTES COT lela oo 8 leah ai aaa July 5,1967 July 15,1967 
mecona ilk. f nieais ott ss July 16,1967 July 31,1967 
i recilid ses eineases «is - Aug. 1,1967 Aug. 14, 1967 


The item would be completed in this way whether or 
not all days are covered, e.g., benefits are exhausted or 
the patient was on leave for some days. 

Item 20. Total Days. This is total covered days. 

Total days should not include— 

. a. days for which no payment can be made be- 
cause benefits are exhausted, unless the guarantee 
of payment applies; 

b. days for which no payment can be made be- 
cause a workmen’s compensation payment is being 
made or can be expected to be made; 

c. days for which no payment can be made be- 
cause payment will be made under a National 
Institutes of Health grant; 

d. days for which services are not covered. 
This includes, for example: 

1. emergency services after the emergency 
has ended; 

2. days for which inpatient care is not med- 
ically necessary or was for cosmetic surgery; 

e. days for which no payment can be made be- 
cause the patient was on a leave of absence or is 
away from the hospital because of repeated admis- 
sions and discharges; 

f. day of discharge or death or the day on 

which active treatment ended. 

Except for a and f, the hospital should include a brief 
explanation of the reason why days are excluded in the 
Computation of Interim Payment block (Item 26), e-.g., 


“‘Workmen’s Compensation,” “Noncovered Services,” 
etc., and should give the precise dates for which no pay- 
ment is being claimed in an attachment to the bill. (See 
§ 450 for procedure for submitting billing in no-pay- 
ment situations. ) 

Where a patient is admitted as an inpatient with the 
expectation that he will stay overnight but he is dis- 
charged before midnight, “1” will be entered in Total 
Days. Where a patient is transferred to another 
hospital before midnight (after admission with the ex- 
pectation that he would remain overnight) , 0 will be en- 
tered in this item. An accommodation charge may be 
made in this case even though Total Days will be en- 
tered as “0.” 

Where a patient is discharged on the first day of his 
entitlement, “0” will be shown in this item and no ac- 
commodation charge may be made. 

Item 21. Date Active Care Ended. Show the date 
on which active treatment ended. 
billing and the patient is still receiving active treatment, 
check “Continuing.” 

Item 22. Date Guarantee of Payment or UR No- 
tice Received. This item is not completed except 
where the guarantee of payment provision applies or 
where a notice is received from the utilization commit- 
tee that further hospital services are not necessary. It 
should not be used to routinely enter the date the reply 
to the Notice of Admission is received. 

Enter in the item— 

A. The date that the hospital received the Report of 
Eligibility (see § 286.2) showing that the number of 
inpatient days remaining was less than the number of in- 
patient days already provided in the current hospitali- 
zation. 

B. The date of receipt by the hospital of the finding 
by the physician members of the Utilization Review 
Committee (or the group responsible for review of uti- 
lization) that a further hospital stay was not medically 
necessary (see § 290.2). 


If this is an interim 


Cross out the item which does not apply. 

The guarantee of payment provision does not ap- 
ply unless the hospital establishes that it acted in good 
faith in assuming the individual was entitled to have 
payment made for hospital services, and acted reason- 
ably in assuming that the patient’s inpatient days had 
not been or were not about to be exhausted. See § 286. 
Where the guarantee of payment applies, the hospital 
should attach a statement explaining the circumstances 
and itemize any payments received, or refunds made 
toward the bill. 


Item 23. Date Benefits Exhausted. If the patient 
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is still hospitalized and no further days are available, 
show the last day for which the benefits were payable. 
No entry should be made in this space when the reply 
to the Notice of Admission showed that no days are 
available. This item should not be completed unless 
benefits are exhausted before date of discharge or 
death, and during the period described in Item 19. 
A projected date should not be used. 

Items 24 and 25. Discharge Information. If the 
patient is still hospitalized when the billing is submitted, 
check “Still Patient.” Otherwise check “Discharged” 
or “Died” in Item 24. Show the date of discharge or 
death in Item 25. 

Where a patient on leave of absence who was shown 
as “Still Patient” has not returned within 60 days, in- 
cluding the day the leave began, a corrected bill should 
be submitted per § 450 showing the day the patient left 
the hospital as the day of discharge. This will close the 
“open item” on the patient’s utilization record. A 
notice of admission will be necessary if the patient 
returns after a 60-day absence. 

Item 26. Computation of Interim Payment. Pay- 
ments to the hospital under the hospital insurance plan 
are based on the reasonable cost of services provided. 

The precise reasonable cost of services cannot be 
determined until the end of the year when final cost 
figures are known. An interim settlement is made on 
the basis of each bill, however. This interim settlement 
method will be established by the intermediary on the 
basis of the hospital’s previous cost experience. 

The hospital may wish to make a computation on its 
own copy of the form. If the hospital wishes to make a 
computation for its own records it can estimate the cost 
of covered services by the approved method and sub- 
tract the applicable deductible and coinsurance to 
arrive at the reimbursement amount. 

Enter in this item an explanation for any noncovered 
days shown on the bill. (See Item 20 above and 


§ 450.) 
Item 27. Verified Prior Stay Dates and Provider 
Number. DO NOT USE. 


Item 28. Hospital Certification and Signature 
Line. A hospital representative should make sure that 
the required physician’s certification and recertifica- 
tions are in the hospital records. The representative 
should then sign and date the form before it is sub- 
mitted to the intermediary. A stamped signature is 
The date forwarded should be the date 
actually forwarded to the intermediary. The date used 
should not be before the “To” date in the “Statement 


Covers Period” item. 


acceptable. 
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410.2 All-Inclusive Rate Hospitals.—For hos- 
pitals using all-inclusive rates, the line for the accom- 
modation actually furnished is to be completed. The 
number of days, all-inclusive rate, total charges, and 
noncovered charges must be entered on the bill. 

If the patient was furnished more than one type of 
accommodation, the lines for each type of accommo- 
dation are to be completed. This is necessary whether 
or not the hospital charges an all-inclusive rate ac- 
cording to accommodations. 

In hospitals where the all-inclusive rate varies with 
the type of accommodation, an SSA—1484, Explanation 
of Accommodation Furnished, should be completed 
for a medically necessary private accommodation or 
for five or more bed accommodation. The semi- 
private all-inclusive rate should be shown on the SSA- 
1484. 

Item F. Whole Blood. Whenever whole blood is 
furnished in hospitals using all-inclusive rates, Line F 
must be completed. If the all-inclusive rate does not 
include the charge for whole blood, Line F should be 
completed in the same way a hospital not using all- 
inclusive rates would complete this item. Pints 
furnished, pints not replaced, and charge per pint for, 
the whole blood itself should be shown. | 

If the all-inclusive rate covers the cost of providing 
blood whenever a patient needs it, the number of pints 
furnished, not replaced, and the estimated cost per pint 
should be entered on Line F. It is not necessary to 
show any amount in the Total Charges column. The 
cost of any of the first 3 pints which are not replaced 
should be shown on Line Q. It is not necessary to 
show the cost for any replaced blood in Item 18. 

Item P. Inpatient Deductible. As with hospitals hav- 
ing a schedule of charges for individual services, the 
amount of any physician’s component included in 
the all-inclusive charge should be considered where 
the exclusion of the physician component would bring 
the charges below the remaining deductible to be met. 

All-Inclusive Charges According to Disease, In- 
jury, or Type of Treatment. Those hospitals that 
have a charge system based on the patient’s illness or 
injury or type of treatment should also complete the 
line(s) for type of accommodation showing number of 
days, rate, and total| charges. The accommodation 
totals and the total amount (Line O) should be the 
same. Blood entries will be made in the manner in- 
dicated above. 


410.3 Disposition of Copies of Completed 
Forms SSA—1485.—Retain the copy designated 
“Hospital Copy” and submit the remaining copies to 


your intermediary (or SSA in direct dealing situ- 
ations). The remaining copies to be submitted to the 
intermediary or SSA constitute the following: 

a. The original copy which is maintained in the 
intermediary’s (or SSA’s) files. 

b. One copy designated “Social Security Adminis- 
tration Copy.” 

c. The copy designated “Carrier Copy.” The in- 
_ termediary will send this copy to the intermediary 
processing physicians’ bills. 
412. EXPLANATION OF ACCOMMODATION 

FURNISHED (FORM SSA-1484) 


Form SSA-1484, Explanation of Accommodation 
Furnished, is used by the hospital to explain an accom- 
modation other than a two-, three-, or four-bed room. 

The cost of a one-bed accommodation is covered by 
hospital insurance if it is medically necessary. In this 
case, only one copy of the form is required. The medi- 
cal necessity for a private accommodation should be de- 
scribed on the SSA—1484 from the physician’s order 
and the reason as given by him in the hospital’s medical 
record. It is not necessary to attach a special statement 
from the doctor for this purpose. | 

Where the patient was furnished a one-bed accommo- 
dation for reasons other than medical necessity, it is not 

‘necessary to complete a form SSA-1484. 

Where the patient requested a five-bed accommoda- 
tion, the hospital should complete a single copy of the 
SSA-1484 for attachment to the bill and have the 
patient sign the form in the Patient’s Signature block 
under Item 7A. 

Where the patient was assigned a five-bed accom- 
modation not at his request, the hospital should com- 
plete the SSA—1484 in duplicate for attachment to the 
bill showing the reason for such assignment. Where 
such an assignment is made not at the patient’s request 
and not for a reason the intermediary approves, i.e., a 
reason not consistent with the purposes of the program, 
the hospital may be subject to a special deduction in its 
cost settlement described in § 210.1C. 

A hospital need not complete this form on individual 
claims where the intermediary had given its general ap- 
proval for the omission of the form. This would 
usually only be given by the intermediary where the 
hospital has only five or more bed accommodations. 
412.1 Completing Items on the Form SSA- 
1484. 

Item 1. Patient Identification. This should be the 
same name shown on the inpatient billing form to which 
the SSA-1484 will be attached. 


Item 2. Health Insurance Claim Number. This 


should be the same number shown on the billing form. 
Item 3. Hospital or Extended Care Facility Name 
and Address. The name and address of the hospital 
is shown here. 

Item 4. Provider Number. This is the hospital’s 
assigned health insurance provider number. 

Item 5. Medical Record Number. This is the pa- 
tient’s medical record number, if one is assigned by the 
hospital. 

Item 6. Type of Accommodation Furnished. This 
section calls for the period for which the accommoda- 
tion was furnished and the applicable daily rate for the 
accommodation furnished. Item A, the most prevalent 
semiprivate rate, should be completed in all cases. 
This is the semiprivate rate most frequently used in the 
hospital. (A hospital with private rooms only will use 
the equivalent semiprivate rate determined by the inter- 
mediary.) 

To determine the most prevalent charge for semi- 
private accommodations: 

(1) Type of accommodation. 

(2) Total rooms of each type for each different room 
rate. 

(3) Total beds found in each type for each room 
rate. 

(4) Rate you charge daily for the type of room. 

(5) Your most prevalent charge for semiprivate ac- 
commodations is that single rate that you charge for 
the largest entry appearing under your “total beds” 
column. 





Example: 
(1) (2) (3) (4) 
Type of Total rooms | Total beds | Rate per 
accommodation of this type | col. (1) X day 
col. (2) 
Dy O08 es bane se 10 20 $30 
Pee ce ea Ga: whet 8 16 35 
3. beds. F595: Faas: ® 2 6 20 
A beds ).Jt. d. side cee 1 4 15 








Note: $30 is the most prevalent semiprivate charge. 

Item 7. Reason for Assignment to Accommeda- 
tion Mentioned. 

A. Patient’s Request. Where a five or more bed 
accommodation was furnished at a patient’s request, the 
patient should be requested to sign the SSA—1484 in this 
item. Enter the date of signing. 

B. Medical Necessity. Describe the reason for as- 
signment to a one-bed room from the physician’s order 
shown in the hospital’s records. 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE Form approved. 
SOCIAL SECURITY ADMINISTRA TION Budget Bureau No. 72-R746 


EXPLANATION OF ACCOMMODATION FURNISHED 










1. PATIENT'S LAST NAME 2. HEAL TH INSURANCE CLAIM NUMBER 





3, HOSPITAL OR EXTENDED CARE FACILITY NAME AND ADDRESS 


4. PROVIDER NO. 


5. MEDICAL RECORD NO. 


TYPE OF ACCOMMODATION FURNISHED 








6A. MOST PREVALENT SEMI-PRIVATE RATE $ 





B. 1-BED C. 5~OR-MORE-BED 
FROM (Date) RE ero (Date) o , A FROM (Date) 
































REASON FOR ASSIGNMENT TO ACCOMMODATION MENTIONED 





7A. PATIENT’S REQUEST — The 5-or—more—bed accommodation shown above was furnished because | requested it. 


PATIENT'S SIGNATURE 





B, MEDICAL NECESSITY (Describe) 








C. OTHER REASON (Specify) 


D. SIGNATURE OF HOSPITAL REPRESENTATIVE 8. DATE 


FOR INTERMEDIARY USE 










9. Where intermediary determines that assignment to 5-or-more-bed room was not at, patient’s request, 
or was not consistent with the purposes of the Act, give difference between total of charges for 
accommodation at the most prevalent 2-3-4 bed room rate and charges for a 5-or-more-bed room for 
all covered days included on bill for services attached. 


10. INTERMEDIARY APPROVAL DATE : 


aE 


Form 9SA-1484 (6-66) 
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C. Other Reasons. Where the hospital believes that 
an assignment to a five or more bed accommodation is 
justifiable for some other reason, it should describe the 
reason in this block. 

D. Signature of Hospital Representative. The re- 
sponsible hospital representative should sign and date 
the form in this item. A stamped signature is 
acceptable. 

Item 8. Date. 
affixed. 
Items 9 and 10. DO NOT USE. 


420. OUTPATIENT HOSPITAL 
. (FORM SSA-1483) 


This form should be used by the hospital to claim re- 
imbursement for all outpatient services and for other 
services covered under medical insurance which will oc- 
casionally be billed as outpatient services. Outpatient 
hospital services covered by the hospital insurance plan 
are described in §§ 232 and 236, outpatient services 
covered under the medical insurance plan are described 
in §§ 234 and 240.2, and other services covered under 
medical insurance in §§ 240.1, 240.3, and 240.4. 

A. When to Submit This Form. If the items or 
services are reimbursable only under the medical plan, 
send the completed form to the intermediary (or to SSA 
if you deal directly) as soon as possible. 

The hospital should bill for a complete diagnostic 
study under the hospital plan, but not more than one 


Show the date the signature in 7D was 


BILLING 


diagnostic study on the same billing form. Any medi- 
cal plan charges that can be billed at the same time as 
the diagnostic charges should be reported on the same 
billing form. 

If there are charges only under the hospital plan, 
‘submit it after 20 days or when the diagnostic services 
are completed, whichever is earlier. 

If services or items are reimbursable under both hos- 
pital and medical insurance, you may submit the bill 
showing both types of services as soon as possible or 
after 20 days, whichever you find most convenient and 
_ appropriate for the individual’s course of tests or treat- 

ment. ; 

Sometimes, after a hospital believed a study had 
ended, a patient may return for additional diagnostic 
tests after the bill has been submitted but within the 
20-day period specified in § 236. If this should hap- 
pen, oniy one $20 deductible applies to all services 

within the 20-day period. 

Occasionally, diagnostic services may last more 
than 20 days. Treat diagnostic services beginning 
with the 21st day as a new diagnostic study, and pre- 


pare a new billing form for the next 20-day period, 
applying another $20 deductible. 

There are a number of situations where a fully com- 
pleted bill should be submitted despite the fact that 
the hospital will not receive reimbursement. Such 
situations include: 

1. The illness or injury is employment related and 
payment has been, or will be, made under workmen’s 
compensation. 

2. Covered services have been rendered but the de- 
ductible has not been satisfied. 

3. Noncovered services have been rendered to an 
entitled beneficiary. 

No billing form should be submitted if the patient 
has received services covered only under the medical 
plan, and he is not entitled to benefits under this plan. 

B. Determining How Much To Charge Out- 
patient Before Billing Is Submitted. The de- 
ductibles and coinsurance payable under the hospital 
insurance plan for outpatient services are described 
in §§ 236.2 and 236.3. The deductibles and coin- 
surance for the medical insurance plan are described 
in §§ 246 and 247. 

The $20 deductible under the hospital plan for out- 
patient diagnostic services is an incurred expense un- 
der the medical insurance plan. (See § 248.) 

The hospital may be able to determine from its 
records or from the patient that the medical plan de- 
ductible has already been met or the extent to which 
it has been met. (The patient is sent a notice which 
tells him the remaining deductible whenever a bill is 
submitted. ) 

When the intermediary receives an outpatient. bill- 
ing, it will check its records or query the Social Se- 
curity Administration central record for the Part B 
deductible status information required for computing 
the payments. 

1. Patient Has Both Hospital and Medical Plan 
Entiilement.— 

(a) Medical Plan Deductible Is Not Met Or Its 
Status Is Unknown.—You may prefer to wait to bill 
the patient until the intermediary has verified the de- 
ductible status.. If you do bill the patient, any over- 
collection of the deductible and coinsurance will be 
refunded directly to the patient by the intermediary. 

The hospital can use these guidelines in billing: 

(1) Patient has diagnostic services only. Charge 
up to $20 plus 20 percent of any balance in excess of 
$20. 

(2) Patient has medical plan services only. Charge 
not more than the $50 deductible and 20 percent of 
any balance. 
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DEPARTMENT OF HEALTH, EDUCATION, AND WEL FARE 
Q\ “SOCIAL SECURITY ADMINISTRATION 


OUTPATIENT HOSPITAL BILLING 


HOSPITAL AND MEDICAL INSURANCE BENEFITS — SOCIAL SECURITY ACT cri scsi 


Budget Bureau No. 72-R738 





> PATIENT'S LAST NAME 4 FIRST NAME Mi 2. HEALTH INSURANCE CLAIM NUMBER 
! 
! 1 


3. PATIENT'S ADDRESS (Street number, City, State, Zip Code) 4. DATE OF BIRTH 5. SEX 
[ ]™ Cais 
6. HOSPITAL NAME AND ADDRESS 7. PROVIDER NO. 9, NAME AND ADDRESS OF PHYSICIAN REQUESTING 
OUTPATIENT SERVICES 
8, MEDICAL RECORD NO. 


10. PAYMENT SOURCE FOR CHARGES TO PATIENT 11. DATE OF FIRST VISIT 
SELF OR CBbUE cross | PUBLIC AGENCY 
FAMILY BLUE SHIELD (Cive name) 


PRIVATE EMPLOYER OTHER 
CJinsurance (Jor union (explain) — — | — — | —_ — 


12. PATIENT’S CERTIFICATION: AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST. I certify that 
the information given by me in applying for payment under Title XVIII of the Social Security Act is correct. I authorize re- 
lease of all records required to act on this request. I request that payment of authorized benefits be made on my behalf. 

SIGN AT URE (Patient or authorized representative) (Signature by mark must be witnessed) DATE 








13. DIAGNOSES (Primary illness and secondary or complicating illnesses) 





EMPLOYMENT [_] YES (L_]\ino [If yes, give name and Leave Blank 
RELATED ‘ address of employer. 
DATE OF FULLY DESCRIBE SURGICAL OR MEDICAL HOSPITAL MEDICAL NON- 
14- EACH PROCEDURES AND OTHER SERVICES OR TOTAL PLAN _PLAN COVERED: 
SERVICE SUPPLIES FURNISHED FOR EACH DATE GIVEN CHARGES CHARGES CHARGES CHARGES 
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of Service Charpes 
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I certify that the required physician’s certification on file. 
22. SIGNATURE OF HOSPITAL REPRESENTATIVE DATE FORWARDED 
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(3) Patient has a mixture of diagnostic and thera- 
peutic services. For diagnostic services, charge up to 
$20 plus 20 percent of any balance. For therapeutic 
services, charge the amount necessary to meet the $50 
medical plan deductible (after considering the amount 
of the diagnostic deductible charge as an incurred ex- 
pense under the medical plan) and 20 percent of any 
balance. 

(b) Medical Plan Deductible Is Met—Charge 20 
percent of the total, whether the services are diagnostic 
or therapeutic. 

2. Patient Has. Hospital Plan Entitlement 
Only.—Only diagnostic services are covered. Charge 
up to $20 plus 20 percent of any remainder and the 
full amount of any charges for therapeutic services. 

3. Patient Has Medical Plan Entitlement 
Only.—Both diagnostic and therapeutic services are 
covered under the medical plan. 

Where the deductible is known to be met, charge 20 
percent of the total. 

Where the deductible is not met or its status is 
unknown, charge no more than $50 and 20 percent 
of any balance. Here the hospital may prefer to wait 
to bill the patient until the intermediary has verified 
the deductible status. 





C. Billing Examples.— 

Example 1: Hospital knows patient has met Part B 
deductible. Outpatient hospital diagnostic services 
reasonable charge is $40. The hospital bills the patient 
$8 (20 percent of the total). The intermediary re- 
imburses the hospital 80 percent of the $20 Part-A 
deductible ($16), plus 80 percent of the estimated 
reasonable cost of the services above the $20 Part A 
deductible. 

Example 2: Patient has met Part B deductible, but 
hospital has not been able to ascertain that fact. Out- 
patient hospital diagnostic services reasonable charge 
is $40. Hospital bills patient $24 (the $20 Part A 
deductible, plus 20 percent of the remainder) . 

Intermediary determines by querying SSA central 
records that Part B deductible had been met. The 
intermediary reimburses the hospital for 80 percent of 
the reasonable cost above the $20 deductible and reim- 
burses the patient $16 (80 percent of the $20 Part A 
deductible) . 

Example 3: It is uncertain whether the patient has 
met Part B deductible. Outpatient hospital diagnostic 


services reasonable charge is $40. Hospital chooses 


not to bill the patient until the intermediary has veri- 


fied the deductible. 


The intermediary queries the SSA central record 
and determines that the patient had not met any part 
of the Part B deductible. It reimburses the hospital 
80 percent of the estimated reasonable cost of the 
services above the $20 Part A deductible, and informs 
the hospital it should bill the patient for $24, ie., the 
Part A deductible, plus $4 coinsurance. 

Example 4: Patient has $80 in diagnostic services 
and $40 in therapeutic services. The hospital be- 
lieves the medical plan deductible is not met and decides 
to bill the patient at the same time the billing form is 
sent to the intermediary. 

The hospital bills the patient: 

$20 for the diagnostic deductible; 
12 hospital plan coinsurance; 
30 medical plan deductible (considering $20 
diagnostic deductible as an incurred 
Part B expense) ; 
2 coinsurance on the $10 remaining medical 
plan charges. 


$64 Total 
420.1 Completing Items on Form SSA- 
1483.— 


liem 1. Patient Identification. Enter the patient’s 
last name, first name, and middle initial from his 
health insurance card, or other notice. 

Item 2. Health Insurance Claim Number. Enter 
the patient’s claim number as shown on his health 
insurance card, certificate of award, utilization notice, 
temporary eligibility notice, or as reported by the 
social security district office. 

Item 3. Patient’s Address. Show the patient’s mail- 
ing address from your records. Where the patient’s 
authorized representative is signing the form on be- 
half of the patient, show the authorized representative’s 
address. 

Items 4 and 5. Date of Birth and Sex. Enter the 
patient’s date of birth and sex. If the date of birth 
is unknown, the hospital should transmit the bill with- 
out the date of birth. If only the year of birth is 
known, but not the month or day, show the year. 
While the date of birth is useful as identification and 
should be shown when available, a billing can be proc- 
essed. without the date of birth. 

Items 6, 7, and 8. Hospital Identification. Enter 
the name and address of the hospital and the hospital’s 
assigned provider number. These items can be pre- 
printed on all copies of this form, if desired. Enter 
the patient’s medical record number only if one is 
assigned by the hospital for its own filing purposes. 
Item 9. Name and Address of Physician Request- 
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ing Outpatient Services.—Show the name of the 
physician who requested outpatient services. Show 
his address only if your intermediary requires it. 
Item 10. Payment Source. Check the appropriate 
box(es) to identify who will pay any charges that will 
not be paid for under the health insurance program. 
This item may be completed either at the time of ad- 
mission or when billing. More than one source may 
be checked, if applicable. If the hospital will not bill 
anyone for expenses not reimbursable under the pro- 
gram, the item need not be completed. 

When some or all of the charges are payable under 
a federally supported assistance program of the Social 
Security Act, the hospital should identify the public 
agency in addition to checking the box. Enter the 
agency’s name and address, and the patient’s case num- 
ber, if available. The intermediary may find it neces- 
sary to forward a copy of the form to the public 
agency. 

Item 11. Date of First Visit. This date should be 
the first date on which the patient was seen for the 
purpose of a 20-day diagnostic study. It will be used 
to measure the allowable period for a given diagnostic 
study, which cannot exceed 20 consecutive days. This 
date should not be later than the first date shown for 
hospital plan services in Item 14. Do not show another 
date, such as the date of the first posting to the hospital 
record. 

Item 12. Patient’s Certification and Payment Re- 
quest. Have the patient or his authorized representa- 
tive read the statement on the form or the statement 
in the hospital admission record if the hospital uses 
the alternate signature procedure (see §§ 270 ff.). 

If the hospital obtains the signature on its own 
form, the signature line of the original of form SSA— 
1483 should be stamped to indicate that the “Patient’s 
request for payment is on file.” If the signature 
is obtained on form SSA-1483, it is sufficient if it is 
legible on the original only; a signature is required 
with each billing. 
on its own record, see § 270.2B for the effective period 


If the hospital obtains a signature 


of the signature. 

If the patient cannot sign his name because of his 
physical or mental condition, another person may sign 
on his behalf; e.g., John J. Jones by Jack A. Smith. 
In certain situations, a hospital representative may sign 
on behalf of the patient. (See § 271 for who may file 
a payment request. ) 

Briefly explain why the patient did not sign the form 
himself and show the relationship of the signer to the 
patient. This explanation should be retained in the 
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hospital’s file if the signature is obtained on the hos- 
pital’s own record. If the signature is on form SSA- 
1483, the explanation should accompany or be in- 
cluded on the billing form. 

The statement should be read to a patient who signs 
by mark. _ A signature by mark should be witnessed by 
a person who knows the patient. Enter the name and 
address of any person witnessing a signature by mark. 

If it is impractical to obtain the patient’s signature 
because he does not himself appear for diagnostic 
tests (e.g., the physician sent a blood or urine sample 
to a laboratory of a participating hospital for analy- 
sis), the hospital need not obtain the patient’s signa- 
ture. A hospital representative should sign on behalf 
of the patient and note in Item 12 of the SSA-1483 
“Patient not physically present for tests” (see § 271 
for additional information). 

Item 13. Diagnoses. List here, from the patient’s 
hospital record, the diagnoses of the conditions for 
which outpatient services were given. If diagnosis 
is not known, enter “Not Known.” Where there are 
multiple diagnoses in the record, list the primary 
diagnosis first and enter the word “primary” in paren- 
theses after it. 

Check the appropriate block to show whether the — 
condition was employment related. Show the name 
and address of the employer, if known. Where the 
hospital knows that a workmen’s compensation claim 
has been made, it should insert or attach a statement 
identifying the carrier, if any, handling the workmen’s 
compensation claim, and giving any available details 
about the claim. , 
Item 14. Statement of Services. For each date 
given, list the name of all medical procedures—labora- 
tory tests, radium therapy, etc.—performed during the 
period covered by this billing. List also the name of 
any operation or endoscopic procedure performed dur- 
ing the billing period. Describe any supplies or equip- 
ment furnished. 

Medical and surgical procedures other than labora- 
tory tests should be specified in detail using acceptable 
terminology such as that indicated by the “Current 
Medical Terminology, Current Procedural Termi- 
nology,” “Standard Nomenclature of Diseases and 
Operations,” the “American Psychiatric Association’s 
Diagnostic and Statistical Manual,” etc. 

In completing the statement of services furnished, 
the hospital should, to the extent possible, report 
laboratory tests by date of each service or inclusive 
dates of service using the following descriptive cate- 


gories: 


. Hematology 

. Blood chemistry 

. Virology 

. Serology 

. Urinalyses 

. Clinical microscopy 
Feces examinations 
. Gastric analysis 

. Spinal fluid exams 
. Sputum exams 

11. Tissue studies 
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For example, a series of blood tests such as a CBC, a 
hematocrit, and a sedimentation rate for an individual 
patient would all be reported collectively as “Hema- 
tology.” Other tests such as EKG, Radioisotopes Au- 
diometric Testing, and Pulmonary Function Studies 
would need to be specified as would tests not falling into 
the categories listed. 

For x-ray procedures, hospitals should specify the 
body part involved. It will not be necessary to indi- 
cate the number of examinations or the number of 
plates taken. 

In the event the hospital is unable under its present 
system for outpatient billing to identify services by the 
descriptive categories, or to specify the body part for 
x-ray procedures, it may submit bills using currently 
available identification. 

Where a bill is for medical charges only, the hospital 
should show as many charges as space will permit, even 
when visits occur on different days. Hospitals with 
more than one outpatient department should not submit 
separate billing forms for each, but should bill for serv- 
ices rendered in all departments at the same time. 

In the “Charges” columns, show the total charges for 
each procedure and indicate whether the charge is a 
medical plan charge, a hospital plan charge, or is a non- 
covered charge. See § 230.1 for a description of the 
services covered under each plan. 

Where the hospital normally includes a charge for 
physicians’ services in its total charge for a service, the 
total charges will be billed as usual, and the physician’s 
component will not be broken out in noncovered 
charges. The intermediary will make a deduction for 
any physicians’ charges in arriving at the cost reim- 
bursement. (The physicians’ services will be billed for 
either on the Form SSA-1490, Request for Payment, 
or on the form SSA—1554, and will be reimbursed on 
a reasonable charge basis. ) 

When a posting date for a hospital plan charge oc- 
curs more than 20 days after the date shown in Item 
11, the intermediary will not assume that the service is 


within the same 20-day study period. In this case, the 
hospital should show the exact dates of services in the 
Description of Services section, 

It may be necessary at times to use more than one 
outpatient billing form in order that all services ren- 
dered an individual are reported on the same billing. 
When this occurs, Items 1, 2, and 6, as well as 14, 
should be completed on the additional forms to insure 
proper identification should the forms become sepa- 
rated. Items 15-18 should be completed only on the 
first form. 


Item 15. Summary of Charges. 

A. If the hospital is reimbursed by the intermediary 
on a cost-per-occasion-of-service or cost-per-visit-basis, 
enter the total number of occasions of service or visits 
represented by this bill in the “Hospital Plan” and/or 
“Medical Plan” blocks, as appropriate. 

B. Enter the total charges pertaining to each column 
in Item 14. 

Item 16. If physician charges are included in the hos- 
pital’s charges, they must be excluded in determining 
the deductible and coinsurance due from the patient. 
Enter the amounts to be excluded under each plan. 
These amounts will normally be billed on the SSA-1554 
or SSA—1490 as physicians’ charges. 

Item 17. Subtract the professional component (phy- 
sicians’ charges) from the total hospital and/or medi- 
cal plan charges. (Item 15B minus Item 16.) 

Item 18. Patient Paid. Enter the amounts, if any, 
paid by the patient or on his behalf for the deductible 
and/or coinsurance under each plan. Exclude any 
amount paid by the patient for physicians’ services. 

Do not use the section to the right entitled “Verified 
Patient Liability.” 
space to enter the total allowable charges which are 


The intermediary will use this 
actually payable by the patient. The intermediary will 
advise you of the total due from the patient for the 
deductible and coinsurance. 

The remainder of this form, except for Item 22, is for 
use of the intermediary; however, if the hospital wishes, 
it may estimate the interim reimbursement amount by 
either using the hospital copy of the form or a separate 
piece of paper. 

Item 19 is for the intermediary to show the payment 
computation for outpatient diagnostic studies under 
the hospital plan. 

Item 20 is for the intermediary to show the payment 
computation for medical and other health services un- 


der the medical plan. 
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Item 21 is for the intermediary to show the treatment 
of the outpatient diagnostic deductible as an incurred 
expense under the medical plan. 

The intermediary distributes the payment between 
the patient and hospital, if necessary, taking into ac- 
count the payments which the hospital received from 
the patient before the billing form was submitted to 
the intermediary. 

Item 22. Signature of Hospital Representative. 
Before the billing is forwarded to the intermediary 
a hospital representative should assure himself that 
the necessary physician’s certification is on file. He 
should sign his name and show the date. A stamped 
signature is acceptable. 

Item 23. To be completed by the intermediary. 


420.2 Disposition of Copies of Completed 
Forms SSA-—1483.—Retain the copy designated 
“Hospital Copy” and submit the remaining copies to 
your intermediary (or SSA in direct dealing situa- 
tions). The remaining copies to be submitted to 
the intermediary or SSA constitute the following: 

a. The original copy which is maintained in the 
intermediary’s (or SSA’s) files. 

b. Two copies designated “Social Security Adminis- 
tration Copy.” 

c. The copy designated “Carrier Copy.” (This 
copy serves the same purpose as described under form 


SSA-1453.) 


430. PROVIDER BILLING FOR PATIENT 
SERVICES BY PHYSICIAN (FORM SSA-— 
1554) 

A. This form is used to bill for physicians’ services 
in a hospital where: 

1. The beneficiary assigns payment to the physician; 

2. The physician agrees that the reasonable charge, 
as determined by the intermediary, will be the full 
charge for services rendered; and 

3. The physician has authorized the hospital to 
accept the assignment and collect the payment on his 
behalf. 

Normally the form should be attached to the inpatient 
or outpatient bill for the stay or services to which the 
physicians’ charges apply. It should be forwarded 
with the SSA-1453, SSA-1483, or SSA-1485 to your 
regular intermediary for provider services. Your 
intermediary will forward it to the carrier for physi- 
cians’ services with his copy of the regular billing form. 

There will be some situations where the SSA-1554 
should be submitted directly to the Part B intermediary 


without attached hospital billing forms, e.g., all cov- 
ered hospital days are exhausted in a spell of illness, or 
a utilization review committee finds that further hos- 
pitalization is not necessary but the patient remains 
in the hospital and receives physician’s services which 
would be billed on an SSA-1554. 

Do not use this form if it is your customary proce- 
dure to collect the total amount for the physicians’ 
services from the patient. Instead, furnish him with 
a fully itemized and receipted bill, identifying each 
physician, his charges, dates of services, and proce- 
dures, and inform the patient that he may claim reim- 
bursement by attaching the bill to a Request for Pay- 
ment (Form SSA-1490). 

If, on the other hand, your policy is to collect the 
amount of the Part B deductible and coinsurance and 
take assignments on an SSA~-1554 billing form for 
reimbursable amounts, you should complete an SSA— 
1554 in every case, including situations where total 
charges for physicians’ services do not exceed the de- 
ductible amount collected. 

Do not use form SSA-1554 to report the services 
of a physician who wishes the medical insurance pay- 
ment to be made directly to himself. Inform that 
physician that he and the patient may complete a Re- 
quest for Payment (Form SSA-1490) for that 
purpose. 

B. The following is a sample of an authorization for 
use by providers in connection with provider billing 
for physicians’ services. A one-time execution of 
this authorization is all that is necessary by each 
physician. The authorization should be retained in 
the provider’s files. 


“I hereby authorize the (name of institution) or 
any of its duly authorized administrators to accept 
on my behalf any assignment made by any individual 
who receives medical treatment from me at the 
(name of institution) of the amount payable to such 
individual under Part B of Title XVIII of the Social 
Security Act and to receive on my behalf any pay- 
ments which may be made pursuant to such assign- 
ment. It is understood and agreed that the reason- 
able charge which will serve as the basis for payment 
in accordance with the terms of such assignment 
shall be the full charge for the services.” 


An additional statement should also include the indi- 
vidual arrangements agreed upon by the provider and 
the physician governing the conditions of withdrawing 
the authorization. 
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430.1 Completing Items on Form SSA- 


1554.— 

Item 1. Patient Identification. The patient’s name 
should be the same as that shown on his health insur- 
ance card with the last name first. 

Item 2. Health Insurance Claim Number. Enter 
the health insurance claim number shown on the 
patient’s health insurance card or hospital billing form. 
Item 3. Patient?’s Address. Show the address of the 
person who is assigning benefits, whether this is the 
patient or someone acting on his behalf. 

Items 4 and 5. Date of Birth and Sex. Complete 
the “Date of Birth” and “Sex” blocks. If the date of 
birth is unknown, the hospital should transmit the bill 
without the date of birth. If only the year of birth 
is known, but not the month or day, show the year. 
While the date of birth is useful as identification and 
should be shown when available, a billing may be 
processed without the date of birth. 

Items 6 and 7. Provider Identification. Enter the 
name and address of the hospital and the assigned 
health insurance provider number. These entries may 
be stamped or preprinted. 

Item 8. Medical Record Number. Show the pa- 
tient’s medical record number if one is assigned by the 
provider. 

Item 9. Authorization and Signature. Have the 
patient or his authorized representative read the state- 
ment on the form or the statement in the hospital 
admission record if the hospital uses the alternate 
If the hospital 
obtains the signature on its own form, the signature 


line of form SSA-1554 should be stamped to indicate 
that the “Patient’s request for payment is on file.” 


signature procedure (see §§ 270 ff.). 


If the patient cannot sign his name because of his 
physical or mental condition, another person may sign 
on his behalf, e.g., John J. Jones by Jack A. Smith. 
In certain situations, a hospital representative may sign 
on behalf of the patient. (See § 271 for who may file 
a payment request. ) 

Briefly explain why the patient did not sign the 
form himself and show the relationship of the signer 
to the patient. This explanation should be retained 
in the hospital’s file if the signature is obtained on 
the hospital’s own record. If the signature is on 
form SSA-1554, the explanation should accompany 
or be included on the billing form. 

The statement should be read to a patient who signs 
by mark. A signature by mark should be witnessed 


by a person who knows the patient. Enter the name 
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and address of any person witnessing a signature by 
mark. 

Item 10A. Date of Service. Show the date for each 
service when the “item-by-item” method is used to 
bill for physician charges. Inclusive dates may be 
shown only where the provider and physician arrange 
to use the “optional” method to bill such charges (see 
§ 430.3). 

Item 10B. Name of Physician. Show the name of 
the physician for whom the hospital is billing for serv- 
ices. Upon arrangement with the intermediary, bill- 
ing may be in the name of the hospital department 
head. This item should be omitted when billing for 
services by the “optional” method, see § 430.3. 

Item 10C. Place of Service. Enter codes “IH” for 
hospital inpatient, “OH” for hospital outpatient. 

Item 10D. Surgical or Medical Procedures. Ex- 
cept where the “optional” method is used in determin- 
ing physicians’ charges, give the surgical, medical lab- 
oratory, and x-ray procedures performed for each date 
during the billing period. The procedures should be 
clearly identified by the use of standard nomenclature. 

Where the “optional” method is used, services are 
identified on a departmental basis in item 10E and this 
space is left blank. (See § 430.3.) 

Item 10E. Department. Enter the name of the de- 
partment associated with the physician’s services; e.g., 
x-ray, emergency room, or laboratory. 

Items 10F and 10G. Total Charge and Percentage 
of Total Charge. If the provider and the physician 
agree to bill for physician charges using the “optional” 
method, enter in Item 10F the provider’s total charges 
where the charges are combined charges for hospital 
and physician services shown in Item 10E. Show in 
Item 10G the approved percentage of the total depart- 
mental charge entered in Item 10F. Items 10F and 
10G are used only where the “optional” method has 
been agreed upon by the hospital and physician and ap- 
proved by the intermediaries (see § 430.3). 

Details as to distinguishing the physician charge 
from costs which are reimbursable to the hospital un- 
der the hospital plan are contained in the hospital re- 
imbursement principles. 

Item 10H. Charge for Physicians’ Services. En- 
ter the money amount attributable to physicians’ serv- 
ices. Total all physicians’ charges and enter the 
amount in the “Totals” block. Show any part of the 
$50 deductible and coinsurance paid by the patient and 
subtract the amount paid from the total charges. 

Item 11. Diagnosis and Concurrent Conditions. 
Show the most significant of the conditions first in en- 


tering diagnoses. Use recognized nomenclature such 
as that contained in “Current Medical Terminology, 
Standard Nomenclature of Diseases and Operations,” 
and the American Psychiatric Associations’ “Diagnos- 
tic and Statistical Manual,” etc. Show any concurrent 
conditions associated with the primary diagnosis. 

In an outpatient case if the diagnosis is not known, 
show the chief complaint. Where only diagnostic serv- 
ices are rendered, and the diagnosis or chief complaint 
is not known, show “diagnostic study.” 

Item 12. Employment Related. Indicate whether 
the condition is employment related. If the condition 
is or may be employment related, give the name and 
address of the employer, if known. Payment may be 
made subject to reimbursement if a workmen’s compen- 
sation claim is pending and no settlement is foreseeable. 
Item 13. Provider Certification, Signature, and 
Date. The signature of the hospital representative 
serves as a request for payment on behalf of physicians. 
A stamped signature is acceptable. The signature is 
also a certification that proper authorizations are on 
file and are still in effect. 

430.2 Disposition of Form SSA—1554.—Since 
this form has only a single copy, the hospital may 
wish to make a carbon copy when preparing the form, 
for its own files. The original should be attached to 
the inpatient or outpatient bill and forwarded to the 
intermediary for provider services. Where no inpa- 
tient or outpatient bill is being submitted, send the 
form direct to the intermediary for physicians’ services. 
430.3 Description of “Item-by-Item” and Op- 
tional Methods for Physicians’ Components.— 
When the “‘item-by-item” method is used, the hospi- 
tal and physicians determine a schedule of separate 
identifiable charges for each procedure. This schedule 
is filed with the Part A and Part B intermediaries 
after agreement is reached with them regarding the 
appropriateness of all charges. (See § 255.) 

A detailed reporting of the surgical or medical pro- 
cedures is required to enable intermediaries to approve 
and make payment for physician services under sup- 
plementary medical insurance (Part B) in accordance 
with the schedule of charges established by the provider 
and physician. Under this method of determining 
the physician’s charge, an itemization of services is 
necessary. 

Under the optional method, the charges for serv- 
ices of a provider-based physician are determined by 

applying a single uniform percentage of the combined 
charge for hospital and physician services. The per- 
centage established by the hospital and the physician 
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must be approved by and filed with the intermediaries 
and will be used in determining the charge for physician 
services. 

Where the optional method is followed, it will not 
be necessary for providers to identify the surgical or 
medical procedure in Item 10D of the Provider Billing 
for Patient Services by Physicians. It will be sufficient 
to indicate the department by name, i.e., laboratory, 
radiology, etc., in Item 10E. The total combined de- 
partmental charge for each department and the ap- 
plicable single uniform percentage must be entered 
in columns 10F and 10G. 


450. PROCEDURE FOR SUBMITTING IN- 
PATIENT BILLING IN NO-PAYMENT 
SITUATIONS 

The benefit days available to a beneficiary depend 
on the status of his utilization of services during the 
“spell of illness” as described in § 215. Submission 
of bills by hospitals for all stays, including those for 
which no program payment can be made, assists the 
intermediary and the Social Security Administration 
in maintaining utilization records and determining re- 
maining eligibility. 

Hospitals should submit inpatient billing forms in 
the following situations in which no program payment 
can be made: 

a. For the period after the date benefits were 
exhausted; 

b. When services are not covered; 

c. When workmen’s compensation paid, or can be 
expected to pay, the entire bill; 

d. For the period beginning with the fourth day after 
a utilization review committee finding precludes further 
payment; 

e. When a National Institutes of Health grant paid or 
will pay the entire bill; 

f. When the patient or his representative refuses to 
request that payment be made on his behalf (see 
§ 270) ; 

g. When the physician refuses to certify for a reason 
other than lack of medical necessity (see § 273.1). 

Only one billing form need be completed for such 
cases, regardless of the length of time involved, and this 
form is to be completed after discharge or death. The 
information to be entered on the billing form is limited 
to identifying information, critical dates, and essential 
statistical data. 

Completion of Items. When submitting bills 
falling in categories a through e above, Items 1, 2, 4, 7, 
10, 12, 15, 16, 17 (Line O), 18, 22, and 23 are the only 
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items required on Form SSA—1453, Inpatient Hospital 
Admission and Billing. Items 1, 2, 4, 7, 10, 13, 16, 17, 
18 (Line O), 19, 24, and 25 should be completed on 
Form SSA-1485, Inpatient Psychiatric and Tubercu- 
losis Admission and Billing. 

In Item 24 of form SSA-1453 and Item 26 of form 
SSA-1485, give the reason for no payment, e.g., Bene- 
fits Exhausted, Workmen’s Compensation, National In- 
stitutes of Health, Noncovered Services, Utilization 
Review. 

Categories f and g above are cases in which utiliza- 
tion is chargeable against the patient, even though no 
program payment is made. Therefore, a fully com- 
pleted bill must be prepared. In Item 24 of form 
SSA-1453 or Item 26 of form SSA-—1485, enter “Re- 
fused Payment” or “Refused Certification,” as the 
reason for no payment. 

If the patient subsequently requests payment or the 
physician subsequently certifies the medical necessity 
of the admission, reproduce a copy of the submitted 
bill. Cross off the entry “Refused Payment” or “Re- 
fused Certification” and enter “Patient Requested Pay- 
ment” or “Physician Certification Obtained.” 

Covered and Noncovered Days. A hospital may 
report covered and noncovered days on the same form, 
but if this is done, all items on the form should be 
completed, and the charges for noncovered days should 
Only 
covered days should be shown in the “Total Days” item. 


be shown in the “Noncovered Charges” column. 
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The hospital should, except where benefits have been 
exhausted, include the appropriate explanation of the 
reason no reimbursement is being claimed in the “Com- 
putation of Interim Payment” item. 


460. PROCEDURE FOR SUBMITTING COR- 
RECTED BILLS 


The hospital may find that a bill already submitted 
is incorrect. This might happen, for instance, where 
late charges were not received at the time of the first 
billing, or where the patient replaced blood after the 
first billing. 

It is not necessary to submit a corrected bill unless 
total inpatient charges change by more than $10, or the 
interim cost reimbursement by more than $1. How- 
ever, a corrected bill should be submitted regardless of 
the amount of change in charges or cost reimbursement 
if the number of inpatient days, the inpatient deductible, 
or the blood deductible is changed. 

To correct a previously submitted bill, the hospital 
should reproduce a legible copy of the submitted bill. 
The necessary corrections should be made in red in the 
appropriate item. The corrected bill should be marked 
“DEBIT—ADJUST” in the upper right margin. 

To cancel all the charges on a previously submitted 
bill, reproduce a legible copy and mark it “CANCEL 
ONLY” in the upper right margin. 

Submit the annotated copy of the bill to the inter- 
mediary. 


HOSPITAL MANUAL INDEX 


References are to Section Numbers 


ACCOMMODATIONS: 


billing, 400, 402.1 (Items 17A-E, 19), 402.2, 410.1 (Items 
18A-E, 20), 410.2, 412 
customary charges, 210.1D 
intensive care, 210.1A, 402.1 (Item 17D), 410.1 (Item 18D) 
late discharge, 216.2, 402.1 (Item 17), 410.1 (Item 18) 
private, 210.1A—B, 402.1 (Item 17A), 410.1 (Item 18A), 
412, 412.1 (Item 7) 
self-care, 402.1 (Item 17E) , 410.1 (Item 18D) 
semiprivate, 210.1, 402.1 (Item 17B), 410.1 (Item 18B) : 
most prevalent rate, 210.1D, 412.1 (Item 6) 
ward, 210.1C, 402.1 (Item 17C), 410.1 (Item 18C), 412, 
412.1 (Item 7) 


ACCREDITATION: 


hospitals, 200 

part of hospital, 205 ff. 

psychiatric hospital, 204 

tuberculosis hospitals, 203 
Administration of program, 130 ff. 


ADMISSIONS: 


after receiving outpatient services, 400 
before entitlement: 
application of inpatient tuberculosis and psychiatric 
restriction, 217.1, 310.2 (Item 12) 
extended stay for utilization review purposes, 290.1 
obtaining health insurance card, 302 
timing of certification and recertification, 282 
benefits exhausted, 286, 325, 402.1 (Item 21), 410.1 (Item 
23), 450 
claim number unavailable, 304, 308 
claim number verification, 309 
day counted as inpatient day, 216.1 
discharge on same day, 216.1 
emergency, 202, 330 
employment-related condition, 310.1 (Item 14) 
health insurance card, 302 
no payment will be made, 325 
notice, 300, 304, 310, 310.1, 310.2, 325 
prior inpatient stay, 286.1C, 300, 310.1 (Item 11), 310.2 
(Item 11) 
refusal to request payment, 325 
repeated admissions and discharges, 400 
reply to notice of admission, 315, 399 (Exhibits 4 and 5) 
report of eligibility (See reply to admission notice above) 
request for payment, 270, 271, 310.1 (Item 13) 
retroactive entitlement, 120A, 120B, 320 i 
signature of patient, 270, 271, 310.1 (Item 13) 


ADMISSIONS—Continued 
social security district office contacts, 302, 306, 306.1, 306.2, 
308, 309, 320, 325 
summary of procedures, 300 
temporary eligibility notice, 302.1 
Advisory Groups, 131 
Age 65 requirement, 120, 122, 290.1, 302 
Ambulance service, 240.4, 280, 400 
Anesthetist, nurse or nonphysician, 210.2 
Appeals of payment determinations, 295, 296 
Appliances, as covered inpatient hospital services, 210.4 
Application For Hospital Insurance, SSA-18, 308 


ARRANGEMENTS FOR SERVICES: 


covered services under hospital insurance, 232 
covered services under supplementary medical insurance, 
232 
general requirements, 207 
inpatient services, 210.5: 
independent laboratory, 210.5A 
other participating hospital laboratory, 210.5B 
liability, 207 
outpatient diagnostic services, 232.1: 
independent laboratory, 232.2 
other participating hospital laboratory, 232.3 
outpatient study period, 236.1 
Artificial limbs, eyes, devices, etc., 210.4, 210.5, 240.2B 
Autopsies, 255 


B 


Bed and board (See Accommodations) 


BENEFIT DAYS: 
admission and discharge same day, 216.1 
admission day counted as, 216.1 
covered per spell of illness, 216 
discharge day not counted as, 216.2 
late discharge, 216.2 
leave of absence, 216.3 
lifetime limitation, inpatient psychiatric hospital services, 
218 
tuberculosis-psychiatric restriction, effect on, 217 ff. 


BILLING: 
accommodations, 400, 402.1 (Items 17A-E, 19), 402.2, 
410.1 (Items 18A—-E, 20), 410.2, 412 
all-inclusive rate hospital, 402.2, 410.2 
ambulance service, 400 
arrangements for services, 207 


BILLING—Continued 


benefits exhausted, 402, 402.1 (Items 19, 20, 21, and 22), 
410.1 (Items 19, 20, 22, and 23), 450 
blood deductible, 402.1 (Items 17 F and Q), 410.1 (Items 
18 F and Q) 
computation of interim payment, 402.1 (Item 24), 410.1 
(Item 26) 
correcting bills, 460 
discounted charges, 402.1 (Item 17), 410.1 (Item 18) 
disposition of forms, 401.3, 410.3, 420.2, 430.2, 460 
emergency services, 202, 330 
forms, 270.1, 400, 402, 410, 412, 420, 430 
general procedures, 400 
hospital-based physicians’ services, 255, 270.1, 270.2C, 
430 ff. 
inpatient services, 402 ff., 410 ff. 
intensive care, 402.1 (Item 17D), 410.1 (Item 18D) 
leave of absence, 400, 402.1 (Item 19), 410.1 (Item 20) 
noncovered charges, 402.1 (Item 17), 410.1 (Item 18) , 420.1 
(Item 14) 
no-payment cases, 325, 400, 402, 410, 420, 430A, 450 
outpatient services, 420 ff. 
overcollections, 420B1 (a) , 420 (Item 21) 
refunds, 285 ff., 420 (Item 21) 
request for payment, 270 ff. 
retroactive entitlement, 120A, 120B, 320 
self-care, 402.1 (Item 17E), 410.1 (Item 18E) 
workmen’s compensation cases, 289, 289.2, 400, 402, 402.1 
(Item 19), 410, 410.2 (Item 20), 420A, 420.1 (Item 13), 
430.1 (Item 12), 450 
Biologicals (See Drugs) 
Birth date unknown, 310.1 (Item 4), 420.1 (Item 4) 
Blood deductible, 222, 315F, 402.1 (Items 17F and Q), 402.2, 
410.1 (Items 18F and Q), 410.2 
Blood components as biologicals, 222 
Braces, 240.2B3 
C 


Canadian hospitals, 260.4 
Cardiac valves, pacemakers, 210.4 


CARRIERS, MEDICAL INSURANCE: 
function, 137 
hearing, Part B, 296B 
hospital-based physician, carrier responsibility, 255, 430 
reasonable charge determination, 115, 137 
Certificate of Social Insurance Award, 302.1, 310.1 (Item 2) 
Casts, 210.5, 240.2B 


CERTIFICATION BY PHYSICIANS: (See also Recertifica- 
tion by physicians) 
admission before entitlement, effect on, 282 
ambulance service, 280 
delayed, 281 
dentists, 274 
disposition of, 273 
failure to obtain: 
effect of, 273.1 
submission of bill, 450 
form of, 276 
form SSA-1453, 402.1 (Item 26) 
inpatient hospital services, 274 


ii 


CERTIFICATION BY PHYSICIANS—Continued 
inpatient psychiatric hospital services, 277 
inpatient tuberculosis hospital services, 278 
medical insurance services, 280 
outpatient hospital diagnostic services, 279 
provider responsibility, 402.1 (Item 26), 410.1 (Item 28), 

420.1 (Item 22) 
requirements for payment, 273 
Tetained in hospital’s files, 273 
services counting toward maximums, 219 

Certification of parts of institutions, 205 ff. 

Chest x-rays, 260.2 

Christian Science Sanatorium, 206 

Civil Rights Act of 1964, 102, 201 

Civil service annuitants (entitlement) , 122.1, 122.3 

Claim number (See Health insurance claim number) 

Clinic services (coverage), 234 


COINSURANCE AMOUNT: 
billing, 402.1 (Item 17R), 410.1 (Item 18R), 420.1 (Item 
18B) 430.1 (Item 10H) 
charge less than $10, 225 
days remaining, 315C 
defined: 
for inpatient hospital services, 225 
for outpatient hospital diagnostic services, 236.3 
for supplementary medical insurance, 247 
incorrectly collected, 285 
incurred expenses, 245 
tuberculosis and psychiatric restriction, effect of, 225 
Conditions of participation, 102, 104, 130.2, 131.1, 132, 203, 
204, 205.1, 290, 290.1 
Confidentiality of records, 104 
Consultation services by State agencies, 132 
Contact lens, 260.7 
Convalescent wing of hospital as extended care facility, 110.2 
Corrected bills, 460 
Cosmetic surgery, 260.10 


COVERED SERVICES: 
benefit days, inpatient hospital, 216 
deductible satisfied by, 220 
extended care services, 110.2 
home health services, 110.3 
hospital-based physicians, 255 
hospital insurance, generally, 110 
inpatient hospital services, 210 ff. 
inpatient services counting toward maximums, 219 
outpatient diagnostic services, 232 
outpatient hospital diagnostic services, 236 
outpatient hospital services—general, 230 
requirement for payment under guarantee, 286.1 
supplementary medical insurance, 115, 240 

Critically ill patient, health insurance claim number not avail- 

able, 308 
Custodial care, 260.9 
Customary charges, definition, 210.1D 


D 
DEATH: 


after checkout time, 216.2 
entitlement for month of, 120A, 122.3D 


DEDUCTIBLE: 
blood (See Blood deductible) 


charges for covered services satisfy, 220 
effect of workmen’s compensation, 289.1 
incorrectly collected, 285 
incurred expenses basis, 220, 245 
inpatient hospital services, 220 
outpatient hospital diagnostic services, 236.2, 248 
outpatient hospital diagnostic deductible as incurred medi- 
cal expense, 245, 248 
supplementary medical insurance, 246, 315D 
Dental services, 210.6, 210.7, 245 (1) , 260.12, 274 
Diagnostic services and tests, 210.5, 232 ff., 236, 240.2 
Direct dealing providers, 135, 300, 310 
Disclosure of information, 104 
Discrimination prohibited, 102, 201, 210. IC 
Disposition of billing forms, 402.3, 410.3, 420.2, 430.2 
Distinct part of hospital, 205.1-205.3 
Drainage tubes, 210.4 


DRUGS: 
furnished by hospitals, 210.3 
furnished in physician’s office, 115 
furnished’ to outpatient, 234, 236B, 240.2, 240.2B 
self-administered drugs excluded, 240.2B, 260.7 
Durable medical equipment, 240.3 


E 

EMERGENCY SERVICES: 

billing, 330 

defined, 202, 202.1 

effect on spell of illness, 215 

foreign hospitals, 202 

notice of admission, 330 

physician’s statement, 202.3 

termination, 202.2 


ENTITLEMENT: 
hospital insurance, 120 
supplementary medical insurance, 122 


EQUIPMENT: 
as covered inpatient hospital services, 210.4 
durable medical, use of, Part B, 240.3 


EXCLUSIONS FROM COVERAGE: 
general exclusions, 260—260.15 
medical necessity lacking, 290.2 
workmen’s compensation, 260.13, 289 
Exhaustion of benefits, 240, 286, 325, 400, 402, 410, 450 


EXHIBITS: 

Certificate of Social Insurance Award, 399 

Explanation of Accommodation Furnished, SSA—1484, 412 

Health Insurance Cards and Claim Numbers, 399 

Inpatient Hospital Admission and Billing, SSA—1453, 399, 
400 

Inpatient Psychiatric or Tuberculosis Hospital Admission 
and Billing, SSA—1485, 399, 410 

Notice of Hospital Insurance Utilization, SSA—1533, 399 

Notice of Medical Insurance Utilization, SSA-1533A, 399 

Outpatient Hospital Billing, SSA-1483, 420 

Provider Billing for Patient Services by Physician, SSae 
1554, 430 

Temporary Notice of Eligibility, 399 


EXPLANATION OF ACCOMMODATION FURNISHED, SSA- 
1484: 
all-inclusive rate hospitals, 402.2, 410.2 
billing form, use with, 402.1 (Item 17), 410.1 (Item 18) 
billing procedures, 400 
completion of items, 412.1 
exhibit, 412 
use of, 412 


EXTENDED CARE FACILITIES: 


Christian Science Sanatorium as, 206 

days remaining, 315G 

defined, 110.2 

prior stay, 310.1 (Item 11), 310.2 (Item 11) 

spell of illness in, 215, 289.1 

transfer agreements with participating hospital, 110.2 


EXTENDED-STAY CASES: 
recertification by physicians, 273, 275, 276, 277, 278, 282 
utilization review, 290 ff. 


F 


Federal court review of payment determination under Part A, 
296A 

Federal Employees Compensation Act, as workmen’s compen- 
sation plan, 289 

Federal holidays, guarantee of payment provision, 286.2 

Federal Hospital Insurance Trust Fund, 140 

Federal provider of services, 260.15 

Federal-State agreement, welfare patients, 122-122.3, 130, 132D 

Federal Supplementary Medical Insurance Trust Fund, 142 

Financing hospital insurance program, 140 

Financing supplementary medical insurance program, 142 

Foreign hospitals, 202, 260.4 

Foreign services exclusion, 260.4 


FORM: 

SSA-18, Application for Hospital Insurance (See title of 
form) 

SSA-1453, Inpatient Hospital Admission and Billing (See 
title of form) 

SSA-1483, Outpatient Hospital Billing (See title of form) 

SSA-1484, Explanation of Accommodation Furnished (See 
title of form) 

SSA-1485, Inpatient Psychiatric or Tuberculosis Hospital 
Admission and Billing (See title of form) 

SSA-1487, Home Health Agency Report and Billing, 400 

SSA-1490, Request for Payment (See title of form) 

SSA-1533, Notice of Hospital Insurance Utilization (See 
title of form) 

SSA-1533A, Notice of Medical Insurance Utilization (See 
title of form) 

SSA-1554, Provider Billing for Patient Services by Physi- 
cian (See title of form) 


Free services, 260.2 
G 


GUARANTEE OF PAYMENT: 
applicability, 286 
good faith, 286.1B 
inpatient hospital billing, 402.1 (Item 20) 
inpatient psychiatric or tuberculosis billing form, 410.1 
(Item 22) 


iii 


OUTPATIENT HOSPITAL SERVICES: 
arrangements for, Part A and Part B, 232, 232.1, 232.2, 
232.3 
billing, 270.1, 270.2B, 420 
certification, Part A services, 273, 279 
certification, Part B services, 273, 280 
coinsurance, Part A, 236.3 
deductible, Part A, 236.2, 248 
defined, 230 
diagnostic services, 230, 230.1, 232, 240.7, 281 
distinguishing Part A and Part B outpatient services, 230.1 
emergency, 202, 202.1 
outpatient defined, 230 
Part A deductible incurred expense under Part B, 236.2, 
245-248 
patient not physically present for tests, 271 
request for payment, 270 
under supplementary medical insurance, 240 
Overpayments, involving workmen’s compensation, 289.3 
Oxygen, 210.4, 234, 240.2B, 240.3, 240.4 


P 


Patient protests, 296C 

Patient’s payment request, 270 ff. 

Patient’s signature (see Signature) 

Personal comfort items, 260.1, 260.6 

Physical examinations, routine, excluded, 260.7 
Physical therapists, 232, 240.2 

PHYSICIAN: 


certification and recertification, 273 ff. 
compensation for utilization review services as hospital cost, 
290 
definition, 245 
dentists as physicians, 210.7, 245, 260.12, 274 
doctor of osteopathy, as a physician, 245 
hospital-based, 255 
limitation on expenses for psychiatric services rendered per- 
sons not inpatients, 245 
services under supplementary medical insurance, 115, 245, 
430A 
supporting statement for emergency services, 202.3 
utilization review committee determination notice, 290.2 
Premiums, supplementary medical insurance, 122.1 
Prior inpatient stay, 286.1C, 300, 310.1 (Item 11), 310.2 (Item 
11) 
Prisoners, services to, in hospital serving general community, 
not covered, 260.3A 
Prison hospital services excluded, 260.3A 
Private-duty nurse or attendant, 210.2 
Proprietary or profit-making home, 260.2 
Prosthetic devices, 240.2B2 
Protest of payment determination, 295, 296 
Provider-Based Physician (See Hospital-Based Physician) 
PROVIDER BILLING. FOR PATIENT SERVICES BY 
PHYSICIAN, SSA-1554: 
completion of items, 430.1 
description, 430 
exhibit, 430 
hospital authorization to bill for physician, 430B 
methods for determining physicians’ components, 430.3 


PROVIDER BILLING FOR PATIENT SERVICES BY 
PHYSICIAN, SSA-1554—Continued 


physician’s charges, 420.1 (Items 14 and 16) 
request for payment, 270 ff. 
routing form, 430.2 


PROVIDERS: 
agreement with Social Security Administration, 201 
billing authorization for physicians’ services, 430B 
Christian Science Sanatorium, 206 
disclosure of information, 104 
discrimination prohibited, 102 
extended care facilities, 110.2 
home health agencies, 110.3 
hospitals, 200, 201 
parts of institutions as, 110.2, 205-205.3 
psychiatric hospital, 204 
reimbursement for hospital-based physicians’ services, 255 
reimbursement on cost basis under hospital insurance, 110 
reimbursement on cost basis under supplementary medical 
insurance, 115 
tuberculosis hospital, 203 


PSYCHIATRIC HOSPITALS: 
defined, 204 
defined for spell of illness, 215 
distinct-part accreditation, 205.1 
emergency services, 202 
State or locally operated, 260.3 


PSYCHIATRIC HOSPITAL SERVICES, INPATIENT: 
active care, 310.2 (Item 10) 
admission form, 310.2 
benefit days count toward maximums, 219 
benefit days reduced, initial spell of illness, 217 
billing procedures, 400, 410—410.2 
certification and recertification by physician, 273, 276, 277, 
281, 282 
coinsurance, effect of inpatient service restriction, 225, 410.1 
(Item 18R) 
deductible not affected by inpatient service restriction, 220 
guarantee of payment, 286 
inpatient benefit day restriction, initial spell of illness, 217, 
217.3, 220, 225 
institution status on first day of entitlement, 217.2 
lifetime limitation, 218 
patient status on first day of entitlement, 217.1 
Psychiatric medical expense limitation, 245 
Psychologists, 210.5, 232, 234, 240.2A 
Public assistance recipients, 122-122.3, 132D, 310.1 (Item 12), 
420.1 (Item 10) 
Public expense items excluded, 260.14 
Public Health Service, 130.2 


R 

RAILROAD RETIREMENT BENEFICIARIES: 
claim numbers, 302, 399 (Exhibit 1) 
covered services, Canadian hospitals, 260.4 
entitlement to hospital insurance, 120 
entitlement to medical insurance, 122—122.3 
hospital-based physicians, carrier responsibility, 255 
medical insurance carrier, 137 
recovery, guarantee of payment, 286.3 


Reasonable charge basis, nonprovider services, 115, 137, 255, 
430A 

Reasonable cost basis, provider services, 110, 135, 210, 210.5, 
232, 243 


RECERTIFICATION BY PHYSICIANS: 
tion by physicians) 


(See also Certifica- 


admission lefore entitlement, effect on, 282 
delayed, 281 
disposition of, 273 
failure to obtain, 273.1 
inpatient hospital services, 275 
inpatient psychiatric hospital services, 277 
inpatient tuberculosis hospital services, 278 
provider responsibility, 402.1 (Item 26) , 410.1 (Item 28) 
requirement for payment, 273 
timing, 276, 282 
Records, disclosure of, 104 
Refunds, 201, 202d, 285.1, 286.1D 
Refunds to patient by intermediary, 285B, 420Bl(a), 420.1 
(Item 21) 
Refusal to sign request for payment, 271, 325, 450 
Rehabilitation services, 200a (2) 
Relative of patient, exclusion of charges by, 260.11 
Religious orders, 260.2A, 260.2D4 
Reply to notice of admission, 315 
Report of eligibility, 315 
Representative of patient requesting payment, 270, 271, 308, 
310.1 (Item 13), 420.1 (Items 3 and 12), 430.1 (Item 9) 
Request for payment, 270, 271 
Request for Payment, SSA-1490, 420.1 (Items 14 and 16), 430A 
Resident services (See Intern and resident services) 
Retroactive entitlement, 120A, 120B, 320 
Routine physical checkups excluded, 260.7 


Ss 


Services and supplies incident to physicians’ services, 230, 234, 


240.2 


SIGNATURE: 


by mark, 310.1 (Item 13) , 420.1 (Item 12), 430.1 (Item 9) 
hospital representative, request for payment, 271 
patient’s request for payment, 270-271, 300, 308 
patient’s request for ward accommodations, 412.1 (Item 
7A) 
Social security account number, use in admissions, 306.1 
Social Security Administration, 130.1 
Social Security Administration regional office, 202d, 330 


SOCIAL SECURITY DISTRICT OFFICE: 
admission notice transmission, 310 
appeals assistance to patients, 296C 
claim number unavailable, 308 
claim number verification, 309 
contacts to obtain health insurance claim numbers, 306 
health insurance card, 302 
information required by, 306.1 
notice of hospital insurance utilization, 304 
refusal to request payment, assistance to hospital, 325 
reply, 306.2 
temporary eligibility notice, 302.1 


SPELL OF ILLNESS: 
defined, 215 
examples of, 215, 225 
first spell of illness, inpatient benefit day reduction, 
tuberculosis-psychiatric restriction, 217 
home health services under Part A related to, 110.3 
inpatient coinsurance related to, 225 
inpatient deductible related to, 220 
inpatient hospital benefit days during, 216 
posthospital extended care services, 110.2 
requirements for inpatient services to count toward maxi- 
mums in, 219 
whole blood deductible, related to, 222 
workmen’s compensation, effect on, 289.1 
Splints, 210.5, 240.2B 
State agencies, 104, 130.1-130.3, 132, 290.4 


SUPPLEMENTARY MEDICAL INSURANCE (PART B): 
ambulance service, 240.4, 280 
artificial limbs, devices, etc., 240.2B3 
beginning of coverage, 122.2 
biologicals, 240.2B1 
casts, 240.2B 
certification (See Certification by physicians) 
coinsurance, 247 
covered hospital items and services, 230, 230.1, 234, 240 ff. 
death, month of, 122.3D 
deductible, 246, 248, 304 
defined, 115 
determining deductible status, 248, 304, 315D, 420B 
diagnostic tests, 232, 236, 240.2A 
drugs, 115, 240.2B1 
end of coverage, 122.3 
enrollment, 122 
exclusions from coverage, 260 ff. 
Federal employment, effect on enrollment, 122A 
financing program, 142 
home health services, 115, 245, 315H 
hospital-based physicians’ services, 255 
incident to physicians’ services, 115, 230, 234, 240.2 
incurred expenses, 245, 248 
intern and resident services, 240.1 
laboratory tests, 232, 232.2, 232.3 
outpatient services, 230 ff., 232, 234, 240.2 
patient protests, 296B 
physicians’ services, 115, 245 
premiums, 122.1 
prosthetic devices, 240.2B2 
reasonable charge basis, 115 
request for payment for hospital services under, 270 
services and supplies, 115, 240.2 
splints, 234, 240.2B 
surgical dressings, 234, 240.2B 
termination of coverage, 122.3 
use of medical equipment, 240.3 
x-ray, diagnostic, 240 
x-ray, therapy, 240 
Supplies, appliances, and equipment, 210.4, 234, 240.2 
Surgical dressings, 234, 240.2B 


ar 


Teeth, removal, filling, and replacement not covered, 260.12 
Temporary Notice of Eligibility, 302.1, 399 


Termination of coverage, 120A, 122.3 

Third party liability to patient, no effect on coverage, 260.2C 
Transfer agreement, 110.2 

Transitional entitlement to Part A, 120B 

Trusses, 240.2B3 


TUBERCULOSIS HOSPITALS: 


defined, 203 

defined for spell of illness, 215 
distinct-part accreditation, 205.1 
emergency services, 202 

State or locally operated, 260.3 


TUBERCULOSIS HOSPITAL SERVICES, INPATIENT: 


active care, 310.2 (Item 10) 

admission form, 310.2 

benefit days count toward maximums, 219 

benefit days reduced, initial spell of illness, 217 

billing procedures, 400, 410-410.2 

certification and recertification by physician, 273, 276, 278, 
281, 282 

coinsurance, effect of inpatient service restriction, 225, 410.1 
(Item 18R) 

deductible not affected by inpatient service restriction, 220 

guarantee of payment, 286 

inpatient benefit day restriction, initial spell of illness, 217, 
217.3, 220, 225 

institution status on first day of entitlement, 217.2 

patient status on first day of entitlement, 217.1 


U 


Union homes, 260.2D3 

United States defined, 260.4 
Unnecessary services, 260.1, 260.6 

Use of durable medical equipment, 240.3 
Utilization notice, 304 


UTILIZATION REVIEW: 


admission before entitlement, 290.1 
availability of other services, 290.3 
extended stay defined, 290.1 

failure to make timely review of cases, 290.4 
further stay not necessary, 290.2 





UTILIZATION REVIEW-—Continued 
notice from committee, date received, 402.1 (Item 20) , 410.1 
(Item 22) 
physician compensation for, as hospital cost, 290 
plan, 290 
recertification requirement satisfied by, 275, 276 
timing of review, 290, 290.1 


Vv 


Veterans Administration Home Town Care Medical Program, 
260.3 

Veterans’ Home and Hospital, 260.3 

Vow of poverty no bar to coverage, 260.2A 


WwW 


War, services required as result of, excluded, 260.5 

Welfare Administration, 130.3 

Welfare agency, source of payment on behalf of patient, 122- 
122.3, 132D, 310.1 (Item 12), 420.1 (Item 10) 

Whole blood deductible (See Blood deductible) 


WORKMEN’S COMPENSATION: 

benefits, effect on, 289, 289.1 

individual responsible to file, 289 

lifetime psychiatric limitation, 289.1 

no-payment cases, 325, 400, 420A, 450 

overpayments, 289.3 

payment precluded to the extent of, 260.13 

plan defined, 289 . 

procedures, general, 289.2 

reasonably expected, intermediary determination, 289.2B, 
289.2C 

refund to beneficiary necessitated by, 285B 

spell of illness, effect of, 289.1 

work related illness or injury indication on forms, 310.1 
(Item 13), 420A, 420.1 (Item 13), 430.1 (Item 12) 


X 


X-ray, diagnostic, 240 
X-ray, therapy, 240 
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